This  is  a  digital  copy  of  a  book  that  was  preserved  for  generations  on  library  shelves  before  it  was  carefully  scanned  by  Google  as  part  of  a  project 
to  make  the  world's  books  discoverable  online. 

It  has  survived  long  enough  for  the  copyright  to  expire  and  the  book  to  enter  the  public  domain.  A  public  domain  book  is  one  that  was  never  subject 
to  copyright  or  whose  legal  copyright  term  has  expired.  Whether  a  book  is  in  the  public  domain  may  vary  country  to  country.  Public  domain  books 
are  our  gateways  to  the  past,  representing  a  wealth  of  history,  culture  and  knowledge  that's  often  difficult  to  discover. 

Marks,  notations  and  other  marginalia  present  in  the  original  volume  will  appear  in  this  file  -  a  reminder  of  this  book's  long  journey  from  the 
publisher  to  a  library  and  finally  to  you. 

Usage  guidelines 

Google  is  proud  to  partner  with  libraries  to  digitize  public  domain  materials  and  make  them  widely  accessible.  Public  domain  books  belong  to  the 
public  and  we  are  merely  their  custodians.  Nevertheless,  this  work  is  expensive,  so  in  order  to  keep  providing  this  resource,  we  have  taken  steps  to 
prevent  abuse  by  commercial  parties,  including  placing  technical  restrictions  on  automated  querying. 

We  also  ask  that  you: 

+  Make  iion-coninieicial  use  of  the  files  We  designed  Google  Book  Search  for  use  by  individuals,  and  we  request  that  you  use  these  files  for 
personal,  non-commercial  purposes. 

-I-  Refrain  from  autoiiiaTed  querying  Do  not  send  automated  queries  of  any  sort  to  Google's  system:  If  you  are  conducting  research  on  machine 
translation,  optical  character  recognition  or  other  areas  where  access  to  a  large  amount  of  text  is  helpful,  please  contact  us.  We  encourage  the 
use  of  public  domain  materials  for  these  purposes  and  may  be  able  to  help. 

+  Mainrain  attribution  The  Google  "watermark"  you  see  on  each  file  is  essential  for  informing  people  about  this  project  and  helping  them  find 
additional  materials  through  Google  Book  Search.  Please  do  not  remove  it. 

+  Keep  it  legal  Whatever  your  use.  remember  that  you  are  responsible  for  ensuring  that  what  you  are  doing  is  legal.  Do  not  assume  that  just 
because  we  believe  a  book  is  in  the  public  domain  for  users  in  the  United  States,  that  the  work  is  also  in  the  public  domain  for  users  in  other 
countries.  Whether  a  book  is  still  in  copyright  varies  from  countiy  to  country,  and  we  can't  offer  guidance  on  whether  any  specific  use  of 
any  specific  book  is  allowed.  Please  do  not  assume  that  a  book's  appearance  in  Google  Book  Search  means  it  can  be  used  in  any  manner 
anywhere  in  the  world.  Copyright  infringement  liability  can  be  quite  severe. 

About  Google  Book  Search 

Google's  mission  is  to  organize  the  world's  information  and  to  make  it  universally  accessible  and  useful.  Google  Book  Search  helps  readers 
discover  the  world's  books  while  helping  authors  and  publishers  reach  new  audiences.  You  can  search  through  the  full  text  of  this  book  on  the  web 


at  http:  //books  .google  .  com/ 


THE 


DIAONOSIS 


DISEASES  OF  WOMEN, 


A  TREATISE  FOR  STUDENTS  AND  PRACTITIONERS. 


BY 

PALMER  FINDLEY,  B.8.,  M.D., 

ABaUTA.^T  PRorESSOKOVGrNECaLOUT  irTTo  OBSTETRK«,  KI'SH    MKPICAL  COLLBOE   IN   AFnUATlOV 

WITH    THE    rSIVBEMITY    UP  CllirMin;    *•>alKTA^T    ATTBHIlISO    UTKHVIUXIIBT    Tl)    TB* 

PBSSBVTKRIAK    HIHtPITAL,    <'Hir«U(l  ;     FELLOW    OF    THK    AMERICAN 

flrNECOLOOR'AI.    MiTIETr;     VELUOW    IIP    TUS   CHICAQO 

ovnB(»i.ouic:Ai.  HtwlBTT. 


SECOND  EDITION,  REVISED  AND  ENLARGED. 


ILLUSTRATED  WITH  222  ENGRAVINGS  IN  THE  TEXT  AND  59  PLATES 
IN   COLORS  AND   MONOCHROME. 


LEA   BROTHERS   &   CO., 

PHILADELPHIA  AND   NEW   YORK. 

li)0  5. 


Entered  Kccording  to  Act  of  CotiKrees,  in  the  yeu- 1905,  by 

LEA  BROTHERS  *  CO., 

in  tli«  Office  of  the  LibrarUn  uf  Ouagreas.     Ail  rights  reserved. 


DORNAN,    pniNTER, 
PHlLtDELPIIlA. 


1  ^  • 


IN 

FILIAL       ArrECTIOH 

FOR 

DAVID     FINDLEY,    M.D., 

AND     AB     A     TRIBUTE     TO     THE     ACHIEVEUENTB 
IN     OB8TETBIC8     AND     QTNEC01.0GT 

or 
J.  CLARENCE  WEBSTER,  A.M.,  M.D.,  F.R.S.E.,  F.R.C.P., 

TRIB     BOOK     IS 
DEDICATED. 


PREFACE  TO  THE  SECOND  EDITION. 


In  the  comparatively  brief  period  which  has  sufficed  to  exhaust 
the  first  issue  of  this  work  there  have  been  no  revolutionary  devel- 
opments in  its  subject.  There  has  been,  however,  a  substantial 
growth,  and  this  is  represented  by  an  increase  of  nearly  one  hun- 
dred pages  in  the  text  and  by  the  addition  of  a  lai^  number  of 
new  and  original  illustrations  and  colored  plates.  Each  topic  has 
been  presented  thoroughly  to  date,  and  as  completely  as  is  desirable 
from  the  standpoint  of  practicality.  Much  has  been  added  upon 
the  differential  diagnosis  of  the  various  diseases  of  the  genito- 
urinary organs. 

The  latest  developments  have  been  presented  in  subjects  still 
in  dispute,  especially  cystic  degeneration  of  the  ovaries,  chorio- 
epithelioma  malignum,  and  diseases  of  the  ureters  and  kidneys. 

New  chapters  have  been  added  upon  Examination  of  the  Blood 
and  Bacteriolc^ical  Examinations,  subjects  which  have  a  most 
important  bearing  in  Gynecological  Diagnosis. 

The  author  again  commits  the  book  to  the  medical  profession 
in  the  hope  that  it  will  continue  to  render  substantial  service. 

F.  F. 

100  State  aTBEBT,  Chicago,  1905. 
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PREFACE  TO  THE  FIRST  EDITION. 


It  has  been  the  endeavor  of  the  author  to  write  a  work  on  the 
Diagnosis  of  Diseases  of  Women  that  will  be  efiually  adapted  to 
the  needs  of  student  and  practitioner,  and  in  line  with  the  most 
modem  views.  The  recognition  of  the  pathology  of  the  pelvic 
organs  in  large  measure  constitutes  a  diagnosis.  Because  of  this 
fundamental  fact  the  author  has  deemed  it  desirable  to  incorporate 
a  thorough  discussion  of  the  morbid  anatomy,  both  macroscopic 
and  microscopic,  and  to  point  out  its  clinical  indications.  Special 
stress  has  been  placed  upon  the  microscopic  diagnosis  of  the  various 
lesions,  not  alone  on  account  of  its  scientific  interest,  but  also,  and 
more  particularly,  because  of  its  great  clinical  importance.  Without 
the  microscope  a  diagnosis  is  not  always  possible. 

Medical  literature  in  the  English  language  has  not  hitherto 
included  a  work  on  this  subject.  In  the  effort  to  supply  this 
desideratum  the  author  has  aimed  to  satisfy  the  requirements  of 
those  who  have  felt  the  need  of  more  comprehensive  and  prac- 
tical information  than  can  be  given  in  the  general  text-lxKiks  on 
gynecology.  It  is  hoped  that  this  work  will  lie  serviceable  to 
those  who  do  not  have  access  to  foreign  literature. 

The  author  desires  to  express  appreciation  of  the  services  rendere<l 
in  the  writing  of  the  book.  Dr.  D.  P.  Johnson  gave  invaluable 
assistance  in  the  critical  reading  of  the  manuscript;  Dr.  Charles 
G.  Famum  in  the  correction  of  the  proof;  Miss  Mamie  Flndley 
and  Dr.  Carl  Wahrer  in  the  production  of  illustrations.  Indebted- 
ness is  also  acknowledged  to  Veit's  Handhuch  fur  Gijmiknhgie, 
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Winter's  Gynakologische  DiagnostiJc,  Webster's  Ectopic  Pregnancy, 
CuUen's  Cancer  of  the  Uterus,  Kelly's  Operative  Gynecology,  and 
Dudley's  Gynecology.  The  author  furthermore  desires  to  express 
appreciation  of  his  very  cordial  relations  with  the  publishers, 
which  have  at  all  times  been  moat  gratifying. 

PALMER  FINDLEY. 

100  Statb  Sthkit,  Cbicago,  1903. 
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GYNECOLOGICAL  DIAGNOSIS. 

PART  I. 

GENERAL  DIAGNOSIS. 


CHAPTER  I. 

THE  CLINICAL  HISTORY. 

In  the  diagnosis  of  diseases  peculiar  to  women  we  have  not  only 
to  recognize  the  disorders  as  found  in  the  genitalia,  their  character 
and  extent,  but  we  must  take  under  consideration  associated  lesions 
and  functional  disturbances  in  all  parts  of  the  body.  To  this  end 
a  systematic  general  examination  should  precede  the  local  exami- 
nation, and  careful  inquiry  should  be  made  into  the  family  history 
and  into  the  personal  history  relative  to  the  social  state  and 
previous  illnesses. 

In  order  to  be  successful  in  the  treatment  of  diseases  peculiar  to 
women  we  must  duly  consider  all  conditions — physical,  social,  and 
moral — that  influence  her  well-being. 

A  PLEA  rOR  AM  EARLT  DIAONOaiS. 

The  importance  of  an  early  diagnosis  cannot  be  too  strongly 
emphasized.  The  deplorable  mortality  in  malignant  disease,  the 
progressive  and  destructive  course  of  pelvic  infections,  the  remote 
results  of  traumatisms  and  displacements  of  the  pelvic  viscera 
speak  more  emphatically  than  can  words  for  the  importance  of  an 
early  diagnosis  in  diseases  of  women.  The  insidious  onset  of  many 
of  the  lesions,  and  the  existence  of  malignant  growths  long  before 
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giving  me  to  a  clinical  si^u,  speak  for  (he  uncertaintv  of  any  pn>> 
cwlure  looking  lo  tin*  early  rtTognition  of  i»elvi<*  clifuinlers. 

Physicians  are  too  often  diUlory  in  apprtx-iftting  the  necessity  for 
examinations  and  in  impressing  their  patients  with  the  importance 
of  an  immetliale  one  when  there  U  a  suggestion  uf  departure  fmm 
the  nonnal.  Mure  fn'(|iK'ntly,  however,  the  patient  is  al  fanlt 
through  ignorance,  inHiffprence,  slothfuhirss.  am!  .so-<-ftllcH  modesty. 
Thus  Q  delaye<l  menstrual  period  is  unheefle*!  until  the  rupture  of  a 
tuhal  pregnancy;  the  supposed  return  of  the  menstnm!  flow  pnwes 
to  be  the  bleeding  of  an  inopenible  cancer;  a  leucorrh«-al  discharge 
goes  unliec<le4J  tititil  the  infection  has  spread  to  the  luljes;  a  pain  in 
the  iMick  Ijecomes  an  every-day  complaint,  yet  awakens  no  suspicion 
of  a  iiterine  ilisplacenient  or  a  new-growth.  And  wi  it  is  that 
lesions  of  the  [K-lvie  viscera  go  unroeogrizetl  until  far  aiK-ant-ed  and 
oftentimes  incurable.  A  full  appreciation  of  the  signiRcanee  of 
initial  disorders  will  do  much  to  prevent  (he  development  of 
disease  and  to  .stay  its  prv^ress. 


THE  OLINIOAL  HISTORY. 

In  the  making  of  a  <liagnosis  the  first  ini|K)rlant  step  is  tlie 
reconling  of  a  clinical  liistorj*.  A  carefully  reconle*!  history  lius 
many  advantages:  it  serves  as  n  guide  to  a  systematic  examination, 
and  places  before  the  physician  a  detailed,  logical  reconi  of  the 
casi*  for  futur*'  reference. 

It  Is  manifestly  impossible  to  always  follow  a  set  fonn  in 
case-taking.  Neither  is  it  possible  to  always  adhere  to  the  very 
grxHl  general  rule  of  taking  the  full  history  at  the  time  of  the  find 
examinntion. 

The  lier\"ous  state  of  the  patient,  together  with  many  other 
factors,  may  prechnle  the  taking  of  a  complete  history-  at  thi- 
time  of  the  first  crin.'*ulta(ion.  Hut  at  all  limes  certain  definite 
items  may  l>e  reeunled,  and  tlie  histor}'  conipletal  at  a  .subsefpient 
visit. 

It  is  gofid  advice  given  lo  students  in  texl-lxxjks  to  twgin  willi 
permitting  tlie  patient  to  recite  her  complaints  withmit  interruption. 
Tlie  patient  Iwcomes  self-possesse(l,  while  at  the  same  time  the 
physician  Is  given  an  opportunity  to  observe  her  genenil  oppcarunce, 
temperament,  complexion,    nutrition,   carriage,    and    many    otlicr 
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points  bearing  upon  her  case.  After  a  time  direct  questions  may 
be  put  to  her,  and  as  the  answers  are  given  they  may  be  concisely 
placed  on  record. 

FOBU  OF  OASX  BEOOBD. 

In  all  text-books  students  are  given  a  l)lank  form  to  he  filled  out 
in  the  taking  of  a  history.  Such  forms  are  of  great  service  to  the 
inexperienced  practitioner,  but  for  one  who  through  long  experience 
has  acquired  the  art  of  case-taking  they  are  unnecessary  and  ilt- 
sdapted.  The  allotted  space  may  I>e  inarlequate  to  suit  individual 
requirements.  The  card-index  system  is  gaining  favor  and  is 
highly  commendable.  For  myself,  I  prefer  my  letter-head,  upon 
which  the  answers  to  questions  can  be  hurriedly  jotte<l,  and  to 
which  subsequent  notations  can  be  added.  This  Is  placed  in  an 
envelope,  on  which  is  recorded  the  name  and  address.  These 
envelopes  can  be  filed  away  in  alphabetical  order.  Notes  from  all 
subsequent  examinations,  copies  of  prescriptions,  correspondence 
with  patient  and  physician  can  all  l)e  placed  in  the  envelope  from 
time  to  time.  When  visiting  the  patient  the  envelope  can  l)e 
placed  in  the  pocket  and  referred  to  on  the  way. 

As  a  compromise  between  the  elaborate  printed  forms  and  the 
blank  letter-head,  the  following  form  is  recommended  for  sim- 
plicity, accuracy,  and  liberal  spacing: 


N'mnc 

Addre.sH 

T>ftt.-. 

Patient  of  Dr. 

Addrc.sH 

AgE 

Orcupation 

Niilioiiality 

S.  M.  W. 

Tara 

MisL'arriagt^H 

Events  following  childbirth^  and  niixcurriagtm 
General  appearance 
Family  history 
Previous  illnesses 
Present  complaints 
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Henatruai  history 
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Menses  began  Type 

Quantity  Duration 

Pain  Menopause 


Intermenstrual  pain 
Leucorrhcea 

General  physical  findings 
Nervous  system 
CardiovoBCular  system 
Digestive  system 
Respiratory  system 
ITrinaiy  system 


XJrinalyflis: 

Amount  in  twenty-four  houn 

Reaction 

Total  solids 


Color 

Sp.gr. 

Albumin 

Sugar 

Urea 

Microscope 

Physical  findiiigH  in  pelvis  uiid  abdumvii: 
Abdominal  wall 
Tender  on  pressure 
VLsceroptoeiB 


SwcUiiiKU 


Vaginal  outlet 


Vagina 


Cervix 
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Uterine  body 

Tubes 

Ovaries 

Bladder 

Rectum 

Extragenital  structures 
DiagDoaig 
Treatment 
Tennination 

A  brief  discussion  of  the  above  items  will  be  of  interest. 

1.  Addnu.  The  place  of  residence  is  inquired  into,  not  only  as 
a  matter  of  business,  but  also  to  determine  the  possible  influence  of 
the  environment  upon  the  general  health  of  the  individual.  Malarial 
districts,  congested  portions  of  the  city,  extremely  warm  or  cold 
climates  exercise  a  definite  influence  upon  the  general  and  local 
condition  of  a  woman. 

2.  A^.  The  special  disturbances  found  in  the  various  stages  of 
life — i.  e.,  infancy,  puberty,  sexual  maturity,  climacteric  and  post- 
climacteric— are  at  once  suggested  when  the  age  of  the  patient  is 
known. 

In  infancy  malformations  and  inflammations  of  the  lower  genital 
tract  are  to  be  looked  for;  tumors,  displacements,  and  traumatisms 
seldom  appear.  Infections  rarely  extend  beyond  the  vagina  and 
into  the  uterus.  More  often  they  are  limited  to  the  vulva  by  the 
hymen,  which  serves  as  a  barrier. 

At  puberty  malformations  of  the  genital  organs  are  commonly 
first  noticed  through  failure  of  the  menses  to  appear;  congenital 


i]is|ilarements  Brst  c&use  dishirlHince  at  this  time,  because  of  tlie 
incTease  in  (lie  size  of  the  uterus  aiwl  tlie  establishment  of  the  lueii- 
stnia]  functions;  iiifliimination.s  arc  ii.siial!y  confined  to  the  vulva, 
ninety  cxteiiillny  iilwive  the  hjTnen;  iicw-fonnalioiis  and  IraumatLsnis 
ore  Kehlom  ohsen-etl. 

Diiritif!  the  ])eritKl  ot  sexual  maturity  all  lesions  n(  the  f*enital 
prgans    muv    he   foiinil.      Curij^eiiitul    inair(iriiiatluii.s    may  first    l>e 

thaerveil  after  marriage  ami  in  ehildlicaring.  Itiflanimatory 
lesions,  involving  part  or  all  of  the  genital  traet,  most  often  arise 
as  the  result  of  nhildliearinj;,  sfjeeifie  irifectiaii,  and  inNtnuiienlal 
and  <ligitai  manipuhitions.  Mcw-fonnatinns  u.Hually  make  their 
Hp|K'amnce  in  tliis  |)erioth  Displaeements  and  trauinati.sm.s  occur 
as  the  result  of  childbcaring  and  rarely  arise  at  any  other  time 

if  hfe. 
In  the  climacteric  and  |M>stclinmcteric  ixriods  all  disorders  have 
ial  cliflical  sigiiificaiire.  The  possibility  of  malignuney  slwudd 
y.s  lie  Imme  in  mintl.  After  seventy  years  of  age  it  is  unusual 
for  any  U-sion  to  develop.  No  disorder  should  Iw  regtinh-d  Hjihtly 
when  arising  at  the  end  of  the  cliihll>eaniig  period.  The  onset  of 
malif^naiit  <li.sease  \*  so  insidious  aiul  so  inisleading  in  its  clinical 
nuitiifcslutions  tlial  we  cannot  atfonl  to  look  hghlly  upon  any 
disonler,  however  trivial  it  may  seem  to  the  patient  and  physician. 
^  H.  OccupatiOQ  is  an  important  factor  in  the  causation  and  ajj^rava- 
iion  <if  jw-Ivif  ilisoptlers.  In  young  girls  coiiliiie*!  in  workshoix-*  the 
jnenstniid  functions  are  seldom  perfectly  established.  I'oor  ven- 
tion,  long  working  hours,  heavy  lifting,  poor  food,  uH  exercise 
an  unfavorable  influence  ujwn  the  development  of  tht-  |)clvic  viscera 
and  tend  (u  aggravate  existing  umlailiiLs.  On  the  other  hand, 
seiieiitan.'  and  imlolent  habits  are  cipially  injurious. 
I  4.  Nationality.  'I'he  Jewish  race  is  said  to  menstruate  early 
an<l  to  early  n*arh  the  menopause,  but  I  know  of  no  pniof  of  this 
statement.  The  Caucasian  race  i$  mure  subject  to  carcinoma, 
the  African  to  fibroids, 

I  6.  Social  Stat«.  It  is  well  to  inquire  into  the  social  state  of  tlie 
putletit-  Ui  leiini  whether  she  is  single,  married,  or  a  widow.  \n 
early  understanding  may  forestall  an  cmltarrassing  r|Uc3t)on  as  to 
tile  sexual  relations,  anil  may  suggest  possible  eau.se.s  for  her  com- 
plaints.   For  example,  a  recently  marrieil  woman  Mimplaining  of 


ucorrbuea  and  painful  urination  i^  suspected  uf  being  infected. 
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The  fact  that  the  patient  is  single  or  a  widow  should  never  mislead 
the  examiner  in  his  diagnosis;  the  possibility  of  pregnancy  and 
venereal  infection  must  always  be  excluded  by  the  usual  methods 
of  examination,  uninfluenced  by  the  social  state  of  the  patient. 
WTiile  the  physician  must  be  alert  to  these  passibilities  he  should 
exercise  great  tact  and  caution  in  his  inquiries. 

6.  Hnmber  ol  OUldren  and  lUseuriagea.  Frequent  childbearing 
and  miscarriages  almost  certainly  result  in  some  sort  of  pelvic 
ailment.  It  is  exceptional  for  a  woman  to  give  birth  to  several 
children  without  acquiring  a  pelvic  lesion.  Complaints  dating 
back  to  a  childbirth  or  miscarriage  suggest  the  probable  finding 
of  an  inflammatory  lesion,  a  displacement,  or  a  laceration. 

The  condition  of  the  bowels  and  bladder,  the  cardiovascular, 
nervous,  and  respiratory  systems  should  be  carefully  inquired  into. 

Not  infrequently  a  pelvic  lesion  is  dependent  upon  a  disorder  of 
the  abdominal  or  thoracic  viscera.  Dysmenorrhoea,  leucorrhoea, 
uterine  hemorrhage,  and  sterility  may  be  directly  referred  to  a 
general  disturbance.  An  excitable  and  overwrought  nervous 
system  alone  may  he  responsible  for  many  of  the  functional  dis- 
onlers  of  the  pelvic  viscera.  Regard  for  the  general  condition  of 
the  patient  and  a  due  appreciation  of  the  influence  of  the  general 
upon  local  conditions  will  do  much  toward  eliminating  so-called 
"meddlesome  gynecology." 

7.  Family  History.  It  is  not  probable  that  heredity  plays  an 
important  role  in  the  etiology  of  peUic  disorders.  In  tuberculosis, 
and  to  a  lesser  degree  in  carcinoma,  the  influence  of  here<lity  should 
not  be  underestimated;  hut  in  the  benign  tumor  formations,  dis- 
placements, and  malformations  heredity  has  little  or  nothing  to 
do.  It  is  well  to  carefully  inquire  into  the  family  history,  but  we 
are  not  to  be  greatly  influenced  by  it. 

8.  Previoiu  ZUnessas.  Acute  infectious  diseases,  tuberculosis  and 
all  chronic  wasting  diseases,  ancemias,  and  long-standing  lesions  of 
the  thoracic  and  abdominal  viscera  may  both  originate  and  aggra- 
vate disorder  in  the  genital  tract. 

General  conditions  have  an  important  bearing  upon  the  pelvic 
viscera,  not  only  in  aggravating  the  disorders,  but  in  actually 
originating  them.  It  therefore  becomes  imperative  to  carefully 
consider  all  general  conditions  in  relation  to  their  possible  bearing 
upon  the  functional  disturbances  and  lesions  of  the  genitalia. 
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9.  Present  CompUinto.  The  complaints  of  iho  pfttient  will  often 
.sen-e  us  a  suggestion,  but  a  diaf^osis  can  never  lie  InlmxI  upon  the 
subjective  ajinptoms  in  the  absence  of  a  pJiysical  examination.  Any 
or  all  of  the  pelvic  diMinlers  may  exist  without  subjective  s)inptom.s. 
On  the  other  harnl,  there  may  Ijc  serious  complaints  on  the  part  of 
the  patient  in  the  absence  of  a  pelvic  lesion.  The  familiar  f^up 
of  sirinptoms — hemorrliage,  pain,  leucorrhcea,  constipation,  and 
bacltache — are  common  to  many  altogether  dissimilar  lesions  in  the 
pelvis.  We  can,  therefore,  place  but  little  reliance  upon  tlie  com- 
plaints of  tlic  patient,  but  must  depen<[  in  great  part  upon  the 
physical  findiiigs.  Symptoms,  at  liest,  are  only  suggeJitive  of  a 
possible  legion. 

TO.  Uenfitmal  History.  So  far,  we  have  consideretl  the  patient 
from  tin-  sltiiidpoiiil  of  the  general  practitioner.  We  now  come  to 
consider  more  (Hirticulurly  tlie  (lisonK'rs  uf  the  genital  organs. 

BEMOBRHAOB  7R0M  THE  aSNITAL  TRAOT. 

Id  diseases  of  women  the  moat  signi6cant  of  all  symptoms  ts 
InmocrtugB.  W'hilc  not  in  itself  diagnostic,  it  is  of  the  greatest 
value  us  an  indication  for  an  immediate  and  searching  physical 
examination,  lnoth  geneml  and  local.  Hemorrhage  from  the 
genitalia  comes  from  the  vulva,  vagina,  cervix,  body  of  the  uterus, 
and  (Kvasionally  frtmi  the  tulx-s;  never  from  the  ovaiy  exwpt  in 
the  case  of  a  tubo-o^-arinn  htrniatoma  disrliarging  its  contents  into 
the  utenis~a  most  unusual  event. 

From  tlic  vulva  hemorrhage  is  the  result  of  trauma,  new-forma- 
tions, ulceration.^,  lupus,  cancroid,  and  rupture  of  vana;se  veins 
complicating  pregnancy.  The  origin  of  tlie  bleeding  is  recognized 
by  direct  inspection. 

From  the  vagina  hemorrhage  is  the  result  of  causes  similar  to 
those  above  enumerate*!.  An  exceptional  cause  lies  in  mcta.itatic 
growths  of  syncytium  (syncj.'tioma  malignum).  The  bleeding  site 
is  readily  disclosed  by  the  vaginal  speculum. 

From  tlie  vaginal  poirtioa  of  the  cervix  hemorrhage  follows  imme- 
diately upon  the  delivery  of  tlie  cliild  a-s  the  result  of  lacerations. 
At  the  end  of  the  chililbearing  period  the  most  common  cause  of 
hemorrhage  from  the  cervix  is  carcinoma.  Less  frecjuent  causes 
are  sarcoma,  tuberculosia-  and  erosons. 
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Before  considering  the  morbid  conditions  causing  bleeding  from 
the  uterus,  let  us  briefly  consider  what  may  be  looked  upon  as  a 
physiological  uterine  hemorrhage. 

1.  HEKSTSUATION. 

No  other  organism  loses  so  much  blood  From  the  uterus  as  does 
woman.  Within  certain  ill-defined  limits  this  loss  of  blood  is  pfaysi- 
olc^cal;  hence  it  behooves  us  to  consider  first  of  all  the  character 
of  the  normal  menstrual  act  before  taking  up  the  discussion  of  patho- 
logical bleeding  from  the  uterus.  The  time  of  onset  of  the  men- 
strual function  varies  widely  among  individuals.  Climate  has  much 
to  do  with  determining  the  onset,  and  heredity  has  some  influence. 
In  this  country  Engelmann  found  the  average  age  to  be  fourteen, 
in  cold  climates  sixteen,  and  in  warm  climates  nine  years.  Later 
observatiotis  made  by  Engelmann  led  him  to  the  conclusion  that 
eariy  puberty  is  the  rule  in  Arctic  regions,  rather  than  at  the  equator. 
He  observed  that  nutrition  and  habitation  and  a  lascivious  life,  with 
eariy  and  constant  mingling  of  sexes,  might  appear  to  explain  the 
early  puberty  of  the  Eskimo. 

We  are  all  familiar  with  instances  of  precocious  menstruation. 
TTie  earliest  case  occurred  in  Glasgow  at  four  days  of  age.  Irion 
records  a  case  at  seven  days,  and  the  literature  abounds  in  cases  a 
few  weeks  and  months  of  age.  In  nearly  all  these  cases  the  genitalia 
were  abnormally  developed;  there  was  hair  on  the  pubis,  and  the 
breasts  were  often  enlarged.  It  is  not  probable  that  precocious 
menstruation  could  occur  without  premature  development  of  the 
menstrual  organs,  and  where  this  development  is  not  found  the 
hemorrhage  should  not  be  regarded  as  catamenial  unless  it  recurs 
at  monthly  intervals.  The  mother  will  bring  to  the  physician  a 
napkin  marked  by  a  red  stain,  and  will  ask  if  it  be  possible  that 
her  child  is  menstruating.  Such  stains  may  be  blood  from  a  vulvo- 
va^^tis  or  urethritis,  but  are  more  often  deposits  of  red  urates 
or  uric  acid. 

City-bred  girls  menstruate  six  to  twelve  months  earlier  than  girls 
living  in  the  country  (Williams). 

As  to  the  frequency  of  the  menstrual  period,  it  is  often  stated 
that  the  normal  type  is  twenty-eight  days.  But  women  are  rarely 
so   regular;   there  Is  usually   a   variation    of   one   or   more  days. 
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Rcg;ulftri^  in  the  menstrual  functions  a<)fis  neitlier  strength  nor 
grace.  Women  inenstnmtc  at  Icpnj:  op  shon  intervals  without  ill- 
effect,  providing  tlie  quantity  of  blood  lost  does  not  lualcrially 
\essen  their  Ktnrtigth. 

The  averajp*  quantity  of  menstrual  bloori  lost  in  a  jongle  period 
is  estimateil  at  sL\  to  eight  ounre,s — the  minimum  two,  uinl  Uie 
maximum  ten.  Obviously  what  may  W.  regiinlerl  as  h  nonnal 
quantity  for  one  may  be  abuomial  for  another.  A  plelhoric,  ufll- 
notn-i.shed  woman  may  menstruate  freely  for  eight  days  without 
harm,  wtule  tlie  same  loss  of  blood  in  an  anR^mic  individual  might 
seriously  undermine  her  HtrengUi. 

It  is  impractical  to  collect  the  menstrual  blood;  therefore  the 
amnnnt  of  bliiod  lost  is  cstimatcil  by  counting  the  numlMrr  of  napkins 
soiled.  No  exact  information  is  gained  by  this  pmcwlure,  lu'cau.'se 
the  size  and  quality  of  the  napktn.s  vary,  and  one  wuman  will 
tolerate  an  oversaturated  napkin,  while  another  will  scarcely 
permit  the  .staining.  However,  we  have  no  Itetter  ineuns  at  our 
command,  an*!  by  estimating  the  usual  miinber  at  fourteen  napkins 
in  the  entire  periofi  we  arrive  al  a  fair  e-stimate  of  the  amount  of 
hlooil  lo-it  ilurin^T  the  men.slrunl  jJcriiMl. 

Anatomy  of  the  Menstruating  Uterus.    Kundrat  and  Kngel- 

nuinn  were  the  first  to  reeon)  nnatuniicid  (»lKter\'ations  on  tlie  men- 
atruaUng  uterus.  TItese  observations  were  made  on  ca<lavers  in 
which  (he  cndomelriuiu  of  the  uterine  IkxIv  luul  uiulcrgiuie  fatly 
degeneration  and  tlie  surfure  epithelium  wiis  cxfolifttetl. 

I^ater,  William.s  made  pusliuortera  e.xami nations  of  twelve  men- 
stniating  uteri.  Nine  of  tlie  twelve  ea.ses  died  of  acute  infectious 
duiea.se.s.  lie  found  fatty  degeneration  uf  the  mucosa  of  the  uterine 
body,  as  did  Kundnil  and  EiTgelmann.  and  statetl  that  the  entire 
mucosa  down  to  the  musculature  was  exfoliated,  that  following 
menstruation  the  rniii-osa  was  n*geuernti'd  fnuii  tlie  unisciiiature. 

Leopold  recognize^l  the  obsenHtions  of  Kundrat.  Engelmami, 
and  Williams  a.s  faulty,  in  that  the  changes  in  the  endometrium  a.s 
descril>e<l  by  them  might  result  from  the  acute  infwtions  aud 
chronic  wa.sting  fliseasses  which  were  the  causes  of  death.  He  can^ 
fully  excluded  all  such  cases  ami  seleciwl  those  of  normal  menstrual 
type.  He  failwl  to  oliserve  fatty  «legeneration  of  the  mucosa,  but 
agreed  that  the  .*mrfftcc  cptthpliimi  was  sh«l  in  the  menstrual 
process.    He  does  not  state  how  long  after  deatli  die  .sc(-tioiis  were 
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Fly.  t  r«pr>eit«ni4  h  upMoimati  rwrtiovad  Iwoiity-itix  hount  aftvp  th« 
on»ei  oT  th«  mvnatrual  novv  It  corr««pondi>  lo  thv  nr«i  iii«g*  or 
Gftbhard.  Thfl  eaplllaria*,  ^hleh  ara  rar«ly  vtslbl*  tn  lh«  intar- 
tnenittruat  period  or  the  oortnni  ut«rua.  ars  l)«re  ahown  to  ho  ivtdoly 
<tital«d  ;  M  •arosangulnaouB  axudala  permeAi««  (ha  •lrum».  widon- 
Ing  it>a  tm«ro*llular  BpanaB  ;  thaaa  (fhangoa  af<e  mora  mnrkad  n*«r 
the  aurfaea  Tlie  ylund*  arw  not  aflaoiad,  aii<l  ih«  >urrK<>«  «pllh«llum 
!■  Intool  and  •pparcntly  norm«i. 

PI9.  S  repreaenia  a  fepaolman  r«movad  on  ih«  ililrd  day  or  m«n- 
■trtJatlon.  and  correaponrta  U>  tlio  acooiid  alana  of  Gabhard.  Tits 
"aubapithellal  havmaiontiM  "  ia  iwell  marked;  tha  aurfkt^a  epithelium 
la  llfb»d  tr^m  iu  bad  by  tha  blood  bananth  ;  hara  and  thai**  tha  hiaod 
tl»a  burst  through  Iho  Apith«llat  covering  and  hae  carried  away 
writh  It  amall  bita  or  cpltheliutn.  Fatly  degeneration  or  the  mucoaa 
!•  not  In  avldano*. 

Ftg.  a  rapraaaniB  a  apafrlmen  ranr>r>ved  the  day  following  the 
cevaatlon  uf  the  TnBn«tj>ual  flo^nr  ;  It  ooi leaponda  to  Ihe  Itilrd  ■tag*  of 
Cabhttrd.  Tha  bloodvaaaota  ar«  !•••  engorged  than  in  the  praoeding 
■peetmen  ;  the  blood  exiravaeated  Into  the  etivmn  la  !«■■  tn  nmuuni 
and  doea  not  give  the  appearance  of  fresh  blood.  Tha  aurflit^e  epi' 
Ibatlum  ia  intact  and  ctoaely  adherent  10  lh«  «troma. 
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made,  or  the  method  of  preparing  the  specimens.  Within  a  few 
hours,  certainly  within  twenty-four  hours,  after  death  or  hyster- 
ectomy the  surface  epithelium  undergoes  degenerative  changes  and 
may  be  wholly  lacking  in  microscopic  sections  unless  the  tissues 
are  immediately  fixed  in  formalin  or  some  other  fixing  flui<l. 

It  was  Moricke  who  first  excluded  the  possibility  of  postmortem 
and  postoperative  changes  in  the  uterus  by  examining  scrapings 
from  the  normal  menstruating  uterus.  He  curetted  an<]  made 
microscopic  examination  of  forty-five  menstruating  uteri  in  all 
stages  of  menstruation.  In  every  instance  the  surface  epithelium 
was  found  intact.  In  two  additional  cases  I^hlein  reported  similar 
findings. 

Westphalen  also  matle  a  series  of  examinations  of  scrapings  of 
the  mucosa  during  the  various  stages  of  menstruation.  In  every 
case  where  the  mucosa  was  normal  the  entire  membrane  was  well 
preserved;  in  morbid  conditions  of  the  mucosa  part  or  all  of  the 
surface  epithelium  was  shed.    Mandle  confirme<l  these  findings. 

The  most  elaborate  observations  were  carried  out  by  Gebhard  in 
Berlin.  He  not  only  examined  scrapings,  but  also  sections  of  uteri 
removed  during  the  menstrual  periotl  for  lesions  not  involving 
the  endometrium.  He  classifies  the  anatomical  changes  into  three 
stages: 

1.  The  stage  of  premenstrual  congestion,  in  which  the  capillaries 
of  the  mucosa  are  congested;  a  serous  or  serosanguineous  exudate 
infiltrates  the  stroma  of  the  mucosa,  widening  the  intercellular 
spaces;  later  the  blood  leaves  the  capillaries  and  infiltrates  the 
stroma,  gravitating  in  the  direction  of  least  resistance — (".  c,  toward 
the  uterine  cavity,  and  forming  a  collection  of  blood  beneath  the 
surface  epithelium. 

2.  The  stage  of  active  hemorrhage,  in  which  the  blood  is  forced 
between  the  epithelial  cells  into  the  uterine  cavity;  here  and  there 
the  epithelium  is  lifted  from  its  l>ed,  the  continuity  of  the  surface 
is  broken,  and  bits  of  epithelium  are  acciilentally  broken  off  and 
are  carried  with  the  menstnial  flow.  Blood  may  also  find  its  way 
into  the  gland  lumina. 

3.  The  stage  of  ■postmenstrual  involution,  in  which  the  bloodvessels 
become  less  engorged;  blood  is  no  longer  extravasated  into  the 
connective  tissue  spaces;  the  blood  left  in  the  stroma  is  slowly 
absorbed;  the  surface  epithelium  lifted  from  its  bed  resumes  its 
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forni«r  place,   and   \osi   epithfliura   is  rapidly   r^nerated   from 
adjarciit  cpjlliplial  surftipcs. 

Titese  llirw  aluges  an  rtprcsentL-d  ia  Plate  I.  ITie  sections  here 
illustrated  were  taken  from  s]>ecimens  removed  by  Dr.  J.  Clarence 
Welister  in  Uie  Presbyterian  Hospital,  Cliieago.  Nine  hyiit4Tec- 
tomies  were  performrd  by  Dr.  Welwter  and  one  bv  iJie  author 
during  the  various  stages  of  menstruation.  In  die  three  eu-ses  from 
which  these  specimens  were  taken  the  menstnial  t}*pe  wili  norma]. 
In  two  cases  Ibere  was  an  excessive  menstrual  flow  resulting  from 
cndomelritia  associated  with  iihroifls.  Scrctions  from  these  two  are 
not  presented  because  of  the  morbid  state  of  the  endouielriuni ;  in 
thoin  the  surface  epithelium  was  not  seen. 

Inunediately  u[x>n  renuivul  the  uterus  was  placed  in  salt  solution, 
tlien  taken  to  the  lahoratorj-  and  platetl  in  Z*>nker's  solution  for 
twenty-four  hours.  Sections  were  then  made  from  various  parts 
of  Ihe  endnmetnuni,  tubes,  and  cervix  ;  tbey  were  then  carrieil 
thmugh  the  usual  techni^jue  in  preparing  eelloidin  flections. 

In  five  eases  the  tubes  show  no  ehanijes,  and  the  cer^■ix  is  some- 
what congested.  The  anatomical  changes  characterizing  men- 
stmntion  are  confined  to  the  mucosa  of  tlie  uterine  body  in  six 
cases,  while  in  the  other  three  there  were  similar  changes  in  tlie 
Fallopian  tubers.  (Set?  Plate  II.)  These  observations  t-stablish  the 
fact  of  tubal  menstmation. 

^STiile  our  knowle<lge  of  tlie  physioIog_v  of  menstruation  is  far 
from  exact,  we  are  in  possession  of  weU-<*stablished  foets  relating 
to  the  anatomy  of  the  menstruating  uterus.  Moricke,  Alandle, 
GebhanI,  Hersog,  and  others  have  demonstrated  beyond  dis[)Ute, 
u  do  these  specimens  here  presented,  tliat  tnenstniation  is  not  a 
shedding  piucess,  that  the  loss  of  epithelium  is  purely  areidental 
and  limited.  Previous  observations  were  at  fault  in  the  technique 
of  |)re[>ariiig  tlie  sections,  and  in  t})e  selection  of  material  which  had 
undergone  cadaveric  changes  ami  degenerative  changes  common  to 
infectious  and  chronic  wasting  diseases. 

The  Menstroating  Fallopian  Tube. 

It  has  been  the  consensus  of  opinion  that  the  Fallopian  tubes  do 
not  take  part  in  the  menstrual  act  A  few  cases  have  1>een  observed 
where  hlond  rr>llrcted  in  the  tulie  during  menstruation,  hut  it  is 
Dot  proven  that  in  these  cases  tlie  blood  came  directly  from  the 
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mucous  membrane  of  the  tube  and  not  from  the  uterus.  I  have 
observed  the  same  histological  changes  during  the  menstrual  period 
in  the  tubes  and  in  the  uterus.  These  changes  were  seen  in  three 
cases  of  the  nine  examined.  From  these  observations  I  am  con- 
vinced that  the  Fallopian  tubes  menstruate  in  a  small  proportion 
of  cases.    (See  Pkte  II.) 

In  the  three  instances  above  referred  to  the  identical  changes 
were  found  in  the  mucous  membrane  of  the  tube  (see  Plate  II.) 
that  were  found  in  the  endometrium  (see  Plate  I.).  The  tubes  were 
perfectly  normal  in  evety  respect.  J.  M.  Baldy,  of  Philadelphia, 
observed  a  complete  inversion  of  the  uterus  in  which  the  endo- 
metrium failed  to  bleed  during  the  menstrual  period,  but  at  this 
time  blood  escaped  from  the  uterine  ends  of  either  tube.  J.  Riddle 
Goffe  observed  blood  issuing  from  the  tubes  during  menstruation, 
and  is  of  the  opinion  that  the  tubes  occasionally  menstruate. 
That  the  Fallopian  tubes  menstruate  in  a  small  proportion  of 
cases  would  appear  evident  from  these  clinical  and  histol<^cal 
observations. 

2.  UTXBINX  HJEMOKBHAGC. 

We  read  in  text-books  of  menorrhagia  and  of  metrorriiagia — the 
former  term  applied  to  an  abnormal  increase  in  the  menstrual  flow, 
and  the  latter  to  an  intermenstrual  flow.  I  would  suggest  that 
these  terms  be  dropped  from  common  usage  because  of  the  impos- 
sibility of  distinguishing  between  the  two  in  many  cases.  The  one 
so  often  merges  into  the  other  in  such  a  manner  as  to  render  impos- 
sible a  distinction  between  a  menstrual  and  an  intermenstrual  flow. 
Then,  too,  they  are  dependent  npon  the  same  general  causes.  For 
the  sake  of  simplicity  and  exactness,  we  will  include  both  under 
the  general  head  of  uterine  hemorrhage. 

Systeinic  Causes  of  Uterine  Hemorrhage.  Hemorrhage  from 
the  uterus  may  occur  as  the  result  of  general  systemic  disturbances 
in  the  absence  of  a  local  lesion.  We  find  that  atuFmia  and  ■plethora 
may  cause  hemorrhage—anff'mia  by  reason  of  the  low  specific 
gravity  of  the  blood  and  its  diminished  coagulability,  and  plethora 
from  high  vascular  pressure.  Chlorosis  is  the  exception  among  the 
antemias,  in  that  the  menstrual  flow  is  lessened  or  absent.  We 
commonly  speak  of  anjemia  as  the  result  of  uterine  hemorrhage, 
when,  as  a  matter  of  fact,  it  is  not  seldom  the  underlying  cause. 
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The  author  lately  operated  upon  a  case  diagnosed  by  Dr.  B.  W, 
Sippy  as  splenic  anaemia,  in  which  a  perfectly  normal  uterus  bled 
excessively  every  three  weeks.  Removal  of  the  spleen  resulted  in 
a  rapid  restoration  of  the  blood  and  the  disappearance  of  the 
uterine  hemorrhage.  Failure  to  check  uterine  hemorrhages  by 
ei^t  and  curettage  is  fre<|uently  accounted  for  by  failure  in  recog- 
nizing possible  general  causes. 

All  ■purpuric  conditions  may  l)e  accompanied  by  hemorrhage 
from  the  uterus  as  well  as  from  other  parts  of  the  body. 

The  specific  infectious  diseases  may  be  complicated  by  hemorrhage 
from  the  uterus  brought  about  by  blood  and  vascular  changes,  and 
occasionally  by  endometritis,  in  which  the  cause  was  a  specific 
infection.  It  is  said  that  emotion  will  excite  a  hemorrhage  from 
the  uterus.  I  seriously  quesfioii  this  statement,  for  in  my  own 
experience  I  have  never  seen  the  uterus  bleed  after  a  period  of 
mental  excitement  in  which  there  was  not  found  a  pathological 
lefflon  to  account  for  the  loss  of  blood.  The  mental  disturbance 
sen'cK  <»n]v  as  an  exciting  cause  of  the  hemorrhage,  but  without  a 
patholntjical  le.sii)ii  there  would  be  no  hemorrhage. 

Whatever  iinpcdt'S  the  return  flow  of  blood  from  the  uterus  will 
bring  about  passive  congestion  in  (liat  organ,  which  in  turn  may 
result  in  hemorrhage.  In  this  category  may  l>e  mentioned  dis- 
placements of  tJie  utenis,  diseases  of  the  heart,  lungs,  liver,  kidney, 
and  spleen,  abdominal  timiors,  ascites,  and,  lastly,  chronic  con- 
stipation. 

Many  an  otherwise  insignificant  local  lesion,  such  as  a  mucous 
polyp,  would  probably  cause  little  or  no  bleeding  were  it  not  for 
the  passive  congestion  of  ttie  |H'lvis  brought  alxnit  by  the  above 
named  factors. 

Local  Oausefl  of  Uterine  Hemorrhage.    Subinvolution  of  the 

uterus,  the  result  of  postjdK)r(ive  atul  puerperal  infection,  may  I)e 

ifcanled  as  the  most  proli(i<-  sounre  of  |K>lvic  disorders  in  the  female. 

It  is  the  starting  point  c)f  many  displacements  and  inflammations 

vhk-h  ewntuatc  in  uterine  hemorrhage.     The  utenis  is  enlarged 

in  all  its  dianieters,  and  i.s  deeply  congested.    Such  an  organ  rarely 

MiaintMiu  its  position  Iwcause  of  an  iiicroase  in  weight  and  a  lack 

■ort  from  the  ligaments  and  phic  floor,  which  have  lieen 

(land  torn  in  lalnir.     The  usual  factors  in  the  development 

iTolution  are  early  rising  fn)ni  childbe<l,  traumatisms  in 
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labor  and  infection  following  labor,  and  abortion.  In  this  con- 
nection it  is  to  be  remembered  that  retained  placental  tissue  will 
result  in  subinvolution  of  the  uterus,  and  may  remain  oi^nically 
attached  to  the  uterus  for  days,  months,  and  even  years,  keeping 
up  irregular  hemorrhages. 

Endom^rilis  is  commonly  recognized  by  the  symptoms — hemor- 
rhage, pain,  and  leucorrhcea.  One  or  all  of  these  symptoms  may 
be  absent,  and  the  diagnosis  must  finally  rest  upon  the  micro- 
scopic examination  of  scrapings  from  the  endometrium.  Indeed,  a 
positive  diagnosis  of  cndomelTitis  can  be  made  only  by  the  microscope. 
WTien  hemorrhage  exists  it  is  usually  in  the  form  of  an  increase  in 
the  menstrual  flow — ^rarely  as  an  intermenstrual  flow.  Olshausen 
has  described  a  lesion  which  he  calls  fungus  endometritis,  and  bases 
his  clinical  diagnosis  upon  the  presence  of  hemorrhage  in  the 
absence  of  pain  and  with  little  or  no  leucorrhoea.  The  endometrium 
is  greatly  thickened  and  thrown  into  folds  and  fungus-like  masses, 
which,  under  the  microscope,  are  seen  to  consist  of  a  meshwork  of 
enlai^ed  and  greatly  distended  glands,  with  but  little  interglandular 
connective  tissue.  Another  variety  of  endometritis,  usually  result- 
ing in  a  profuse  menstrual  flow,  is  the  polypoid.  Mucous  polyps 
of  the  uterus  are  generally  of  inflammatory  origin.  Some  authors 
believe  them  to  be  invariably  of  inflammatory  origin,  while  all 
admit  that  they  are  in  lai^  part  so.  Hemorrhage  is  not  an  invari- 
able symptom  of  polyps  of  the  uterus,  and  their  presence  may 
be  accidentally  discovered  by  the  curette  or  after  the  removal  of 
the  uterus  for  other  reasons. 

In  geneml,  it  may  Ije  said  that  vicrine  fibroids  of  whatever  variety 
can  only  cause  hemorrhage  from  the  uterine  cavity  when  the  tumor 
involves  the  endometrium.  Fibroids  rarely  bleed;  the  hemorrhage 
comes  from  the  endometrium.  Furthermore,  the  hemorrhage  is  not 
proportionate  to  the  size  of  the  tumor.  Submucous  fibroids  always 
cause  bleeding  unless  so  large  as  to  distend  the  utenis,  which  would 
result  in  pressure  atrophy  of  the  mucosa  and  possible  adhesions 
between  the  uterus  and  tumor.  In  this  event  there  could  be  no 
bleeding  from  the  endometrium.  Intramural  fibroids,  if  in  any 
way  influencing  the  endometrium,  may  cause  bleeding,  but  sub- 
peritoneal fibroids  cannot.  We  are  therefore  able  to  determine 
something  of  the  position  of  the  growth  by  the  presence  or  absence 
of  hemorrhage. 
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I  have  observ'eil  a  number  of  cases  of  postcHniBrlerir  hemorrba^ 
cauawl  by  fibniiis  polyps  of  tht-  cemx.  It  appears  (hat  such  pol)*ps 
are  prone  to  develop  at  this  time  uf  Hfe. 

One  of  the  earliest  aj-nipioms  of  vaner-r  and  sarci>ma  of  the  uterus 
is  hemorrhage.  Vet  Uiese  growtiis  may  be  far  arlvanceil  before 
hemorrhage  or  any  oUier  s\Tnptom  is  manifest.  It  is  for  this  n'AM}n 
that  malignant  diseades  of  the  utems  are  so  rarely  obtien'ed  in  time 
to  ciTect  a  radical  cure.  When  hemorrliage  does  make  its  appear- 
ance it  IS  too  often  looked  upon  as  an  irre^Iarily  of  the  meno|>aiise. 
Our  giaiiitirs  in  i^rcinojna  o}  the  uiprtu  uvuUl  &r  greatly  bettered 
if  all  hrmorrfmgM  occurring  at  the.  time  of  the  mmapause  and  after 
this  period  were  viewed  with  »us-picioii,  and  the  cause  aougfd  for, 
rather  than  that  ail  irregviaritiea  be  axerihed  to  the  Tnetiopatue. 

Tliere  is  u  inaHgnant  gniwth  wliich  I  will  oidy  refer  to.  It  is 
usually  colU^  syneytiinna  inaligiium,  and  is  a  malignant  degener- 
ation of  placental  tissue.  Hemorrhage  is  the  earliest  symptom,  and 
it  may  lie  laid  down  as  a  rule  that  when  an  irregular  hemorrhage 
follows  late  upon  childlHrth,  hydatid  mole,  or  al>oruon,  the  possi-  ' 
bility  of  malignant  degeneration  of  placental  tissue  must  be  borne 
in  mind.  The  tliagnnsis  can  only  be  determined  by  an  exploratory 
curettage  anil  luieroseopic  e.xaiitination  uf  the  scrapings,  together 
with  tlie  clinical  course.     {.Sec  page  363.) 

When  hemorrliage  occurs  during  or  iniineiliatcly  after  the  tliinl 
.stage  of  lalHtr,  it  is  possible  that  placental  tixaue  it  retained  in  the 
Uterus,  or  that  the  uterus  is  related  from  fatigue  and  overstr^chittff. 

Improbable  ns  it  may  seem,  death  from  hemorrhage  rarely 
follows  rupfurr  of  the  itlenuj  it  is  more  likely  to  occur  from  sul^ 
se<|uent  infection. 

The  persistentx^  of  meiislruati<m  during  pregiuincy  should  be 
regarderl  as  a  morbid  condition  and  not  as  a  |)erverted  physiolngiral 
ty]ie,  as  it  i.s  generally  thought  to  \u\  I  Ix'lieve  that  in  evcrj*  instance 
there  is  u  ]>athologii--al  lesion  lu  iii-ctmiit  for  the  Utss  of  bliNxl. 

Montgomery"  (iliserved  a  case  in  which  there  was  a  profu-ie 
hemorrhage  hI  the  time  of  the  first  utenstniat  |>erii»l  foll<iwing 
conception.  Slii-  learned  lit  n'gard  the  heinorrliage  as  evidence  of 
her  prpgnanry.  Itauilolocrjue  and  IVvcnter  rcporti-d  cases  in  which 
the  menses  only  appeared  during  pregnancy  and  eeaaed  at  the  ter- 
mination of  pregnancy.  The  hemorrhage  may  ap|K-ar  al  any  month 
of  pregnancy,  but  uiUi  gn-uu^r  fn-ipieucy  in  the  early  muDths.    In 
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bU  such  cases  great  caution  should  be  exercised  in  the  diagnosis  of 
the  cause  of  the  hemorrhage.  Before  it  can  be  regarded  as  men- 
strual blood  a  most  searching  examination  must  be  made  for  the 
purpose  of  excluding  such  possible  causes  as  placenta  pnevia,  double 
uterus,  fibroids,  carcinoma,  mucous  polyps,  and  ectopic  pregnancy. 

I  will  only  refer  to  placenta  prtFvia,  hydatid  viole,  premature 
detachmeni  of  the  placenta,  and  ectopic  pregnancy  as  causes  of 
uterine  hemorrhage. 

Artertosclerosis  alone  has  been  charge<l  with  the  responsibility  of 
uncontrollable  uterine  hemorrhage  by  Herman,  Martin,  Reinecke, 
and  Kustner.  The  chai^  cannot  be  wholly  sustained,  because  in 
none  of  their  cases  is  there  a  record  of  having  excluded  other  possible 
causes  lying  beyond  the  uterus.  Reinecke  and  Martin  performed 
hysterectomy  in  thirteen  cases  for  the  control  of  hemorrhage,  and 
in  all  the  removed  uteri  the  arteries  were  foimd  scleniseil;  but 
they  did  not  exclude  the  possibility  of  obstruction  to  the  return 
circulation  from  such  causes  as  diseases  of  the  heart  and  hmgs, 
thrombosis  of  the  venous  trunks,  and  portal  congestion  from  what- 
ever cause.  My  point  is  that  in  the  light  of  twelve  cases  reported 
by  von  Kahlden,  Popoff,  Herxheimer,  and  Dietrich,  and  the  one 
I  reported,  arteriosclerosis  per  se  is  alone  insufficient  to  cause  a 
hemorrhagic  infarction  of  the  uterine  tissues  or  hemorrhage  into 
the  uterine  cavity.  In  the  eight  cases  reported  by  von  Kahlden 
the  postmortem  findings  showed  anatomical  hindrances  to  the 
general  circulation  in  every  case.  There  was  pneumonia  in  two  of 
the  cases,  pulmonary  emphysema  and  bninchitis  in  three  cases, 
cancerous  infiltration  of  the  lungs  and  Uver  in  one  case,  pulmonary 
infarcts  in  another,  and  in  four  of  the  eight  cases  there  were  canliac 
lesions.  In  the  case  of  Popoff  there  were  granular  nephritis  and 
heart  thrombi,  pleural  effusion,  and  iufarctinn  of  the  lung  and  brain. 
In  Herxheimer's  case  there  was  an  hy|K'rtn)phie(l  heart  and  thrombi 
in  the  left  ventricle  and  right  Huricle,  granular  nephriti-s,  and 
atheroma  of  the  aorta.  In  my  own  cast'  lu'niorrlmge  did  not  otTur 
until  there  was  an  additional  obstruction  to  the  cln'nlation  caused 
by  the  plugging  of  the  uteriTic  artery.  It  is,  fhcrcfore,  not  conclu- 
Mvely  demonstrated  that  arteriosclero.sis  ciin  in  it.self  be  tlie  cause 
of  uterine  hemorrhage.  It  would  apjK'ar  tliut  there  tnnst  Ih'  addi- 
tional causes  for  obstruction,  such  as  wrrc  found  in  the  alx)ve 
recorded  cases.     (See  Plate  III.) 
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In  the  so-called  "apoplexia  uteri,"  it  is  probable  that  the  hemor- 
rhajjfS  are  not  cause*!  by  the  ruptiirv  of  tin*  blcKid vessels,  but  rutlier 
are  clue  tci  rapillar)'  cioziiig.  Tliis  would  acaiunt  for  the  hemor- 
rhagic iufiltration  being  su  removed  Fram  the  jii-lerotied  vessels  id 
the  caflcs  of  von  Kahlden. 

Hespecting  the  etiologj-  of  arterioscIeMsis  of  the  uterine  vessels 
and  hemorrliagie  infarction  of  the  utenjs,  little  can  be  said.  Age 
varies  within  the  limits  of  fifty  and  eighty-seven  years.  Pregnancy,  ■ 
ineiistruatiun,  and  inHuuiinution  uf  the  uterus  have  some  bearing 
upon  the  etiology.  The  causes  of  arteriosclerosis  elsewhere  in  the 
body  would  obtain  in  the  uterus — i.  e.,  alcoholisiu,  chrunic  malaria, 
chmnic  lead  [Kilsoiiing,  syphilis,  etc. 

Referring  to  the  frequency  of  the  lesion,  it  Is  not  unlikely  that 
aJterios<:leroiua  «f  the  uterine  arterites  and  hemorrlmgic  infarction 
of  the  uterus  are  often  overlooked  in  clinical  and  postmortem 
examinations.  It  is  pmbable  that  many  cases  of  so-called  "senile 
endometritis"  and  "hemorrhngic  metritis  of  the  menopause"  are 
in  reality  hemurrhagic  infarction  of  the  uterus,  and  lia>'e  as  on 
underlying  factor  arterioseli'rosis  and  caleareuus  degeneration  of 
the  uterine  vessel.-*.  The  fact  that  these  rases  occur  in  ailvanced 
years,  that  they  may  not  Iw  assoeiaterl  with  leucorrhoea,  and  that  no 
cause  may  be  found  for  the  hemorrhages,  either  by  clinical  exami- 
nation of  the  uterus  and  ndnexa  or  microscopic  examination  of 
scrapings  from  the  endometrium,  would  Iw  strong  evidence  in  favor 
(►f  the  view  that  these  cases  are  not  infrequently  hemorrhagic 
infarcts  of  the  uterus  and  that  the  primary  lesion  lies  in  the  blood- 
vessels. 

As  to  the  diagnasis,  we  arc  usimlly  content  to  call  such  cases 
endometritis  when  (here  is  no  demonstrable  cause  for  the  hemor* 
rhoge.  If  an  exploratot)'  curettage  is  made  wth  negative  find- 
ings, the  indefinite  diagnosis  <if  metritis  will  probably  be  given, 
jmrtieularly  wiien  the  uterus  is  of  dense  consistency  and  uni- 
formly increased  in  size.  It  is  possible  that  the  uicrease  in  the 
cinunH^tive  tissue  of  the  myometrium  may  interfere  with  thv  rircu- 
lali<iti,  but  it  is  altogether  certain  thnt  in  many  ca.'K-.s  the  primary 
cause  lies  in  the  walls  uf  Llie  bloodvessels,  aud  tlie  hyperfilaaia  of 
the  uterus  is  secondary.  It  is  altogether  prr)lHible  that  arterio- 
sclerosis of  the  uterine  vessels  may  exist  without  symptoms,  and, 
AS  above  stated,  Uicrc  probably  must  be  some  additional  obslmc- 
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tion  to  the  return  circulation  in  order  to  cause  hemorrhage,  which 
event  alone  13  suggestive  of  the  lesion.  The  clinical  diagnosis  is, 
therefore,  at  best  uncertain.  If  hemorrhage  occurs  in  the  climac- 
terium or  near  the  time  of  the  menopause,  and  there  can  be  found 
DO  local  cause  for  the  hemorrhage,  either  in  the  presence  of  new- 
gron-ths  of  the  uterus  and  adnexa,  in  the  position  of  the  uterus,  or 
in  the  microscopic  examination  of  the  uterine  scrapings,  then  it  is 
fair  to  presume  that  arteriosclerosis  of  the  uterine  arteries  exists. 
If,  in  addition  to  this,  there  is  found  arteriosclerosis  of  the  periph- 
eral arteries  of  the  body,  and  there  exists  a  disease  of  the  viscera 
to  account  for  an  obstruction  in  the  return  circulation  from  the 
pelvis,  then  it  is  fair  to  further  presume  that  a  hemorrhagic  infarc- 
tion of  the  uterus  is  present,  and  that  the  uterine  hemorrhages  are 
due  to  a  hemorrhage  into  the  tissues  and  cavity  of  the  uterus.  It 
is  not  probable  that  the  sclerosed  vessels  will  be  found  in  the  scrap- 
ings, because  they  commonly  he  in  the  outer  half  of  the  uterine 
musculature.  Caution  must  be  exercised  in  the  liability  of  mistaking 
the  compressed  glands  for  cancer  nests. 

Fiiudly,  it  may  be  said  thai  the  ■popular  impression  that  the  flow  is 
increased  in  the  climacteric  leads  to  disattrou*  consequences.  No 
increaae  in  the  menstrual  flow  at  the  time  of  the  clijnacteric  should  be 
regarded  as  normal  or  of  no  clinical  importance.  A  searching  exami- 
nation is  imperative. 

The  character  of  the  discharged  blood  varies  not  only  in  amount, 
but  in  color  and  consistency;  and  from  these  characteristics  some- 
thing may  be  inferred  as  to  the  origin  of  the  hemorrhage.     The 
menstrual  blood  is  usually  thin  and  of  a  bright-red  to  a  dark-brown 
color.     Coagulation  is  hindered  by  the  alkahne  reaction  of  the 
uterine  secretions.    Coagulated  menstrual  blood  is  always  abnormal. 
Coagulation  of  the  blood  may  occur  in  endometritis,  uterine 
fibroids,   carcinoma,   polyps,   and    abortion.      When   of    a    dark, 
brownish-red  color  it  is  inferred  that  the  passage  of  the  blood  has 
been  obstructed,  giving  time  for  coagulation   within  the  uterine 
cavity.    When  mucus  is  intimately  mi.xed  with  the   blood  it  indi- 
t^tes  an  involvement  of  the  cer\'ix  from  cervical  catarrh,  polyp, 
tarrinoma,  or  sarcoma. 

Blood  of  a  syrupy  consistency  \s  supposed  to  have  remained  a 
"ng  time  in  the  uterine  cavity.  Tissue  fibres  mixed  with  the 
blood  suggest  the  presence  of  degcTieratwl  new-growths. 
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AMENORRHEA. 

Physiological  Absence  of  Menstruation. 
General  Causes. 
Local  Causes. 
Menstrual  Moumina. 

In  determining  the  causes  of  amenorrhoea  it  is  well  to  bear  in 
mind  the  physiological  conditions  in  which  the  menses  fail  to 
appear. 

A  Physiological  Absence  of  Menstraation  Occurs: 

1.  Before  puberty. 

2.  During  irregular  intervals  at  the  time  of  the  establishment  of 
menstruation. 

3.  During  pregnancy  and  lactation. 

4.  During  the  establishment  of  the  climacteric — "dodging  period." 

5.  After  the  menopause. 

When  the  menstrual  6ow  is  retarded  or  when  the  quantity  is  less 
than  normal  we  speak  of  the  condition  as  omerwrrhtEa.  The  term 
may  be  further  qualified  by  the  words  relative  and  absolute. 

By  relative  amenorrhea  is  meant  a  menstrual  flow  that  is  below 
the  normal  amount  for  the  given  individual.  That  which  is  abnormal 
for  one  may  be  normal  for  another,  depending  upon  the  general 
condition  of  the  individual. 

By  absolute  amenorrkcea  is  meant  a  total  suppression  of  the 
menses. 

The  causes  of  amenorrhcea  are  Iwth  general  and  local. 

Oeneral  Causes  of  AmenorrhoBa.  1 .  Debilitating  diseases,  such 
as  primary  ancemia,  dialietes,  Bright's  disease,  tulierculosia,  malaria, 
and  nervous  diseases.  Chlorosis  is  probably  the  most  common  cause 
of  amenorrhcea  in  girls.  In  iletennining  the  cause  of  amenorrhcea  it 
is  not  enough  to  establish  the  fact  of  aniemia,  but  we  must  ascertain 
the  chufHcter  of  the  ana-mia  by  an  analysis  of  the  blood,  and,  if 
possible,  (lemonstrnte  the  underlying  oiuse. 

Among  the  genenil  causes  of  secondiirv  aiiienuas  we  find  two 
groups — those  cuuse<l  by  deficient  nutrition  and  (hose  caused  by 
increased  waste.  Digestive  and  respiratnrydisonlers  limit  the  supply 
of  I)IfKKl  and  oxygen  essential  to  the  pn)per  nonrisliment  of  the 
body,  and,  indirectly,  to  the  performance  of  the  menstrual  functions. 
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Hemorrhage  from  any  part  of  the  iKxly,  chrome  diarrhoea,  con- 
tinued suppuration,  albuminuria,  and  the  like,  result  in  excessive 
waste  that  will  bring  alwut  amenorrhoea. 

2.  Changes  in  environment  are  often  followed  by  amenorrhuea  for 
a  variable  length  of  time.  Girls  coming  from  foreign  countries  to 
the  United  States  commonly  experience  a  delay  in  the  appearance 
of  the  menses  for  a  variable  time. 

3.  Mental  shock  and  anxiety  may  cause  a  suppression  of  the 
menses.  The  fear  of  conception  may  suppress  the  menstrual 
periods,  and  when  the  fears  are  allayed  the  menses  may  promptly 
return. 

4.  "Oatching  cold"  is  a  term  in  ordinary  usage,  implying  a  con- 
gestion of  the  pelvic  viscera.  Part  or  all  of  the  menses  may  be 
suppressed  by  exposure  to  coUl  during  and  immediately  before  the 
menstrual  period. 

5.  AciOe  inleetions  diseaaes,  including  diphtheria,  pneumonia,  and 
scarlet  fever,  and  acute  articular  rheumatism  may  be  followed  by  a 
period  of  amenorrhoea,  and  may  result  in  permanent  suppression 
of  the  menses  through  degenerative  changes  in  the  uterus  and 
ovaries. 

6.  HervonB  diseaeeB,  including  cretinism,  melancholia,  various 
forms  of  insanity,  and  imbeciUty,  are  not  infrequently  responsible 
for  amenorrhoea.  In  many  instances  the  amenorrhoea  is  thought 
to  be  the  exciting  cause  of  the  nervous  disorders. 

7.  Horphinism  is  a  possible  cause  of  amenorrhoea.  The  same  is 
said  of  alcoholism. 

S.  Temporary  amenorrhea  is  not  uncommon  in  young  women  as 
a  result  of  worry  and  anxiety,  change  of  residence  and  mo<le  of 
life.  In  every  instance  the  possibility  of  pregnancy  must  be  Iwme 
in  mind,  and  when  it  cannot  be  jH>sitively  excluded  the  patient  must 
be  kept  under  observation  until  such  time  as  positive  signs  of 
pr^nancy  would  be  manifest. 

Local  Causes  of  Amenorrhcea.  1 .  Congenital  absence  of  the 
organs  essential  to  menstruation,  namely,  the  uterus  and  ovaries. 

2.  Hypoplasia  aod  atrophy  of  the  organs  essential  to  menstruation, 
a  condition  often  due  to  chlonwis. 

3.  B«tention  of  the  menses  from  atresia  of  the  cervix  and  vagina, 
imperforate  hymen,  and  tumor  formations  obstructing  the  outflow 
of  the  menstrual  blood.     (See  Chapter  XXIII.j 
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4.  RemoTBl  of  the  ntenis  and  ovules,  «li>ing  away  with  the  men- 
strual fh>w. 

5.  DUeaaaa  of  ihe  genlul  ot^vib,  diaublitig  ami  destroying  the 
tissues  esseutial  to  menstruation — that  U  to  say,  metritis,  cndo- 
inetriti.s,  clirniitc  ovHiitis,  cystic  ilcgeiierntion  at  the  ovaries,  and 
n>ew-formation9  in  the  uterus  and  ovaries  are  seldom  causes  of 
amenorrhcFa. 

6.  Adipoiil7  associated  with  ann-mia. 

7.  AjneDonhcea  may  exi.'^t  wilhuiit  ap|)arent  cau>ie. 

Zft»ctB  of  Ovariotomy  on  Heuatmatioo.  In  this  relation  it  is 
iiilerestiiig  to  note  the  effect  upon  meustrualion  of  the  removal  of 
the  ovaries.  After  liotii  ovaries  are  removed  menstruation  stops 
abniplly  in  6(5  per  cent,  of  cases.  In  the  remaining  .13  per  eent. 
menstruation  stops  gradually  iliruughout  a  period  of  one  to  aix 
months. 

The  diagfnosis  of  amenorrbisft  i»  made  solely  upon  establishing 

llie  fjwt  of  the  non-appearance  of  the  men.stnial  flow.  Sneh  a 
dtiigno«s  is  of  little  value  unless  the  cause  of  the  aineTtorrha-a  is 
clearly  establishet^l.  Prc^ancy  must  always  be  excluiled  l>efore 
considering  other  possible  causes,  and  in  doing  so  it  is  often  neces- 
sarj'  to  observe  the  patient  for  a  limited  period. 

Th*  caose  of  tuiint«rrapt«(l  moastmatlon  aft«r  doable  ovariotomy  is 
explained  by  tlie  presence  of  a  su|)emu(ne-rary  ovary  or  by  the 
acc^dentul  leaving  of  a  bit  of  ovarian  tissue  adherent  to  the  neigh- 
Ixjring  structure's.  A  small  p4>rtion  of  the  ovary  may  have  l«H;n 
constricted  off  from  the  parent  ovary  by  contracting  Ivinds  of 
adhesions,  and  may  escape  notice  in  the  removal  of  the  ovary. 
The  law  of  persistence  of  habit  may  explain  an  occasional  case. 
More  often  a  flow  (tersi-tts  as  the  result  of  a  uterine  tumor  or  an 
inflammatory  lesion,  ami  is  not,  atricUy  s[>caking,  a  menstrual 
flow. 

Menstrual  MoUznina.  The  local  and  general  disturbances  which 
occur  at  the  time  when  the  rneitses  should  appear,  but  fail  because 
of  the  above-named  causes  of  amcnorrlic^a.  are  included  in  the  term 
menatrual  molimina.  These  disturbances  are  pain  in  the  region  of 
the  ovaries,  tn  the  back,  and  nutinting  to  the  thighs;  also  Husbing 
uf  tJie  face,  dizKiness,  palpitation,  anil  h<uduche.  The  durution  of 
these  symptoms  varies  from  a  few  hours  to  the  entire  monlh.  Tlie 
menstrual  molimina  generally  begin   about  one  month  after  the 


»  THE  CLINICAL  HISTORY  3ft 

lemoral  of  the  ovaries,  and  extend  over  a  period  of  one  or  two 
years,  sometimes  much  longer. 

Ticarioiu  Henstraation.  Vicarious  menstruation  is  a  discharge 
of  blood  at  the  menstrual  period  from  some  part  of  the  body  other 
than  the  uterus.  It  may  occur  simultaneous  with  the  uterine  men- 
strual flow,  or  in  the  absence  of  all  bleeding  from  the  uterus. 
Almost  all  mucous  and  cutaneous  surfaces  have  been  known  to 
menstruate  vicariously,  notably  the  nose,  stomach,  intestines,  and 
bronchi.  The  urethra,  bladder,  throat,  and  ear  bleed  less  fre- 
quently. Instead  of  blood  other  discharges  may  take  place.  Cases 
have  been  recorded  of  periodical  diarrhoea,  leucorrhoea,  and  secre- 
tions of  milk  from  the  breast.  Ulcers  and  cicatrices  have  been 
known  to  bleed  at  the  menstrual  period.  A  naevus  on  the  face  has 
been  known  to  bleed  simultaneously  with  the  menstrual  flow.  The 
cen-ix  was  observed  to  menstruate  by  Ashton  after  the  removal  of 
the  body  of  the  uterus  and  ovaries. 


pAor  nr  the  pelvis  DUEnra  henbtruation— 

DTSMENORRHOA. 

Priuabt. 

Secondary. 

Membranous  Dtsmenorrh<ea, 

Nasal  Dysmenohrhcea. 

Pain  in  the  pelvis  is  often  referred  to  the  uterus  or  ovaries.  Of 
all  pains  in  the  abdomen  the  so-called  "ovarian  pain"  is  by  far  the 
most  usual.  Experience  teaches  us  that  pain  is  referred  to  the 
ovary  of  the  left  side  three  times  as  frequently  as  to  the  right. 
There  is  no  satisfactory  explanation  for  this.  It  is  a  matter  of 
every-day  clinical  experience  that  the  pain  is  often  referred  to  the 
left  ovary  when  there  is  no  apparent  disease  in  either  ovary;  more 
than  that,  there  may  be  no  demonstrable  lesion  in  the  pelvis.  Yet 
more  strange  is  the  finding  of  the  lesion  in  the  right  ovary  and  the 
pain  referred  to  the  left  ovary.  The  author  makes  no  attempt  to 
explain  these  facts.  Certain  it  is  that  reflex  pains  may  be  located 
m  the  ovary  and  the  lesion  confined  to  the  uterus  or  opposite  ovary. 
We  are  not  to  infer  from  complaints  of  pain  in  the  ovarj'  that 
this  structure  is  disease*!,  but  such  pains  may  well  .suggest  pos.sibIe 
lesions  in   one  or  more   of   the   pelvic   viscera.     Such  pains  are 
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patiiculurly  fretjucnt  am)  acvcrp  at  the  tiini'  of  the  menstrual  pori«l. 
This  brings  us  to  i\iv  tlisciission  of  dysmenorrhtt-a,  a  tcnri  often 
muusnl  iinti  little  undenlnoil. 

Rniest  Ileniiaii  estiniitte:^  that  only  40  per  tt*i)t.  of  woineii  men- 
stnmti'  withoiil  puiti,  unil  thai  III  to  2()  per  crnt.  of  inimnrritvl 
woiiii'ti  iire  bixl ridden  with  piiiii  during  u  part  or  all  of  the  men- 
strual periotl. 

Primary  DysmenorrhcBa.  In  detennining  the  muse  of  dy^inenor- 
rhu'u  we  niiisL  first  rotisidrr  the  jLHHuliiioii  of  the  nervous  system. 
A  i-oiidition  mining  pain  in  one  individual  may  l>e  unnoticed  in 
another  of  more  .stable  e<|uilihriiini.  When  pain  in  the  |)elvis  is 
con]pliiine«]  of  during  and  iH-tween  the  iiienstnial  periods  and  n 
thorough  exnminaTion  reveals  nothing  almonnul  in  the  pelvis,  we 
are  in  the  habit  uf  concluding  that  the  fault  lies  in  a  functional 
derangeiuent  of  the  nervous  sysleui,  and  we  vaguely  apply  the 
tenns  hysteria,  rieurasdienia,  and  neunisc-s.  A  iirrtaiii  degrve  of 
pain  during  the  uienslninl  jieriod  may  Ih'  considere<l  within  normal 
limits,  nnd  in  very  nen'ous  women  stich  pains  may  become  exagger- 
ated to  actual  suffering. 

^Ty  personal  opinion  is  that  seven*  dystuenorrhii-a  in  the  absence 
of  pelvic  abnorniaMties  is  rure.  Tlie  indindual  lieeoioes  more  and 
more  nervous  a^  the  rtsuk  of  her  ]H>rlu4lic  sulTeriiig.  Nothing  is 
more  freipient  than  such  a  statement.  I  am,  therefore,  tneltnc>()  to 
repini  thr  general  nen'oiLsness  as  an  effect  rather  llian  a  cause  of 
the  menstnud  pain.  The  local  disorder  may  be  nothing  more  than 
«  tetanic  contraction  uf  tlie  spliincter  uteri,  which  is  wholly  wantitig 
in  the  intenneiistnml  peritKl.  Such  cases  respond  to  dihitntion  of 
the  cen*ix.    Such  are  (he  cases  which  are  relieved  by  childbearing. 

The  explanation  of  the  "normal"  menstrual  paliLs  is  pmlmbly 
found  in  the  engorgement  of  tVie  endometrium,  which,  acting  as  a 
foreign  body,  excites  the  uterus  to  contract;  and  it  is  these  uterine 
contractions  which  occasion  the  pain,  tn  many  of  the  patho- 
logical lesions  involving  tlie  pelvic  vist^ra  tlie  menstrual  coo- 
gcslion  is  addcyl  to  the  already  engorge<l  tis.<;iics,  and  tlie  pain  is 
severe.  It  is  exceptional  for  putliohtgical  lesions  to  e.\ist  in  the 
uterus  and  adnexa  without  dysmenorrhira,  but  knowing  such  to  be 
possible,  and.  on  the  other  hand,  kufiwing  that  f>ain  of  equal  inten- 
sity may  exist  in  the  absence  of  a  |kn(hologieal  lesion,  we  are  at  a 
loss  to  know  bow  much  the  pain  is  due  to  structural  changes  and 


THE  CLLMCAL  HISTORY  41 

how  much  to  an  excitable  nervous  system.  We  may  speak  of 
idiopathic  or  primary  dysmenorrhcea  when  it  is  evident  that  the  pain 
bears  no  relation  to  pathological  lesions  of  the  genitalia,  and  of 
secondary  dysmenorrhcea  when  it  is  evident  that  the  pain  is  the 
direct  result  of  a  morbid  condition  in  the  genital  tract. 

Secondary  dysmenoirhoea  may  I>e  caused  by  alt  lesions  of  the 
genital  tract.    These  may  be  classified  under: 

1.  HaldevelopmentB  and  mallonuations,  which  cause  menstrual 
pain  by  obstructing  the  outflow  of  the  menstrual  blood.  In  this 
cat^ory  may  be  includetl  absence  or  atresia  of  the  vulva,  vagina, 
and  cervix.  .  The  menstrual  molimina  are  experience<l,  but  with- 
out a  show  of  blood.  With  the  return  of  each  monthly  period  the 
pain  increases  in  intensity  as  the  result  of  accumulated  l>lood  within 
the  vagina,  uterus,  tubes,  and,  possibly,  the  pelvis.  The  obstruc- 
tion may  not  be  complete,  ami  the  retarded  blood,  having  time  to 
coagulate,  is  then  expelletl  with  cramping-like  pains — the  so-called 
"obstructive  dysmenorrhea." 

Superinvolution  of  the  uterus  is  associated  with  painful  men- 
struations, the  cause  of  which  is  not  understood.  A  congenitally 
small  uterus  (infantile)  is  likewise  associated  with  dysmenorrhcea. 
In  either  case  the  explanation  po.ssibly  Hes  in  the  encroachment  of 
the  tissue  fibres  upon  the  nerve  filaments  of  the  uterus. 

2.  Halpositioiu  of  the  uterus  and  adnexa  are  less  frequently  the 
cause  of  dysmenorrhcea  than  are  the  associated  lesions.  It  is 
exceptional  for  the  menstrual  blood  to  be  obstructed  in  its  outflow 
by  the  bending  or  twisting  of  the  long  axis  of  the  uterus.  Pain  is 
more  often  the  result  of  complicating  le.sions  in  and  alnjut  the  uterus 
and  its  appendages. 

Anteflexion  of  the  uterus,  when  extreme,  is  almost  alway.s  asso- 
ciated with  pain.  The  cause  of  the  pain  in  these  cases  is  still  a 
matter  of  controversy.  It  is  not  probal>le  that  the  canal  is  ob- 
structed by  the  bending  of  the  uterus.  Hyperesthesia  resulting 
in  muscular  spasms  of  the  internal  os  is  a  more  satisfactory 
explanation  for  the  obstruction.  It  is  evident  that  the  pain  in 
such  cases  is  largely  neurotic  in  origin. 

Anteflexion  of  the  uterus  is  said  to  he  a  fretjuent  cause  of  dys- 
menorrhcea in  vii^ns  and  nulliparous  married  women.  In  these 
cases  it  is  often  observed  that  a  small  sound  will  pass  the  internal 
OS,  yet  there  is  evidently  mechanical  obstruction  to  the  outflow  of 
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the  menstnial  blwKl.  Thr  explanation  lies  in  the  swelling  of  ttie 
miicotut  membrane  diinn|;  the  meiisLnial  {)enoi).  T)ie  pa&Kiiig 
sotiml  compreaaes  the  swollen  mucosa.  ' 

:{.  In  inflammatory  duaasea  of  the  uterus  and  ailnexa*,  which  are 
more  or  less  tender  and  painful  in  the  intermensininl  period,  the 
suffering  is  greatly  intensified  by  the  menstrual  flux — "congestive 
dysraenorrhtea."  Plugs  of  tenacious  mucus  may  fill  tlie  cen-ical 
canal  and  obstruct  tlie  menstrual  flow. 

4.  Haw-foimations  in  the  genital  tract  may  oKslnict  the  menstrual 
blood — "obstructive  dysmenoirhrca."  Pelvic  tiiiiiors  share  in  the 
menstrual  congestion,  and  by  their  enlargement  the  pressure  symp- 
toms arc  intetisificd. 

Schultxe  has  lately  (Monatsek.  f.  Geb.  u.  (iyn.,  December,  1903) 
suggested  an  explanation  for  dysmenorrhcca  occurring  in  young 
girls  and  yuung  women  in  whom  nothing  abnormal  was  discovered 
to  account  for  the  i>ain.  He  suggests  the  p(»s.-Mbility  of  Iiypopla-sia 
of  the  uterine  musculature  being  present,  and  hence  the  uterus  is 
unable  to  expel  the  menstrual  blood  as  fast  as  it  occiunulates  in 
the  uterus.  In  this  condition  two  sorts  of  pain  may  arise,  pre- 
menstrual and  menstrual,  the  former  being  due  to  tension  in  the 
congestetl  uterus.  In  these  cases  pregnancy  often  rej*ult*t  in  a  cure 
because  of  the  development  of  the  uterine  musculature. 

Membranous  dysmenorrhces  is  a  term  Rrst  applied  by  Moi^gm. 
In  tliis  condition  tlien-  is  a  disi^harge  at  the  menstrual  period  of  a 
part  or  the  whole  of  a  east  of  the  uterine  ea\-:ty.  The  di.schfti^  of 
the  membrane  may  occur  but  once  or  at  each  menstrual  peritKJ. 
If  we  believed  that  the  endometrium  is  shed  at  each  menstrual 
perioti  we  might  conclude  that  membranous  dysnienurrho-a  is 
merely  an  exaf^ration  of  the  nonnal  process.  The  membrane 
may  be  shed  as  u  complete  triangular  cast  of  the  uterus,  or  may 
be  discharged  in  shreds. 

Membranes  are  more  frccjucnily  passed  in  tl»e  menstrual  flow 
than  is  known.  Witliout  a  systematic  examination  of  the  clots 
ex|>e-IIed  such  membranes  will  often  escape  notice.  Sir  I.  Willimns 
found  membranes  in  three-fourtiis  of  his  cases  uf  dysinenorrhoea 
and  Scanzoni  in  two-thinls.  They  may  lie  passed  without  pain. 
The  possibility  of  monthly  abortions  must  be  borne  in  mind. 
Mi^ns  and  .sterile  women  are  most  affeetwl,  though  the  disease  is 
not  uiikuowu  to  women  who  have  l>orne  children.    The  diagnosis 
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must  rely  upon  a  careful  examination  of  the  expelled  membrane. 
(See  Chapter  XVI.) 

Under  the  microscope  we  see  a  great  variation  in  structure.  The 
membrane  may  resemble  an  hypertrophied  endometrium,  a  decidua, 
or  a  fibrinous  membrane. 

Accompanying  the  discharge  of  the  membrane  is  intense  pain. 
Hie  membrane  is  not  to  be  mistaken  for  the  decidua  of  extra- 
uterine or  intrauterine  pregnancy. 

Nasal  DysmenorrhcBa.  Fliess,  in  1897,  demonstrated  a  definite 
relationship  between  the  mucous  membrane  of  the  nose  and  the 
genitalia  in  women.  He  observed-  certain  swollen  and  tender  red 
spots  ("genital  spots")  on  the  nasal  septum  and  inferior  turbinate. 
Sfdiiff  made  a  number  of  clinical  observations  and  conchisively 
demonstrated  that  temporary  relief  is  often  afforded  by  cocainizing 
these  genital  spots,  and  that  permanent  relief  can  be  afforded  by 
the  use  of  the  cautery.  Ephraim  treated  twenty-four  cases  with 
dght  good  results.  These  reflexes  together  with  the  established 
tact  of  vicarious  menstruation  from  the  nose  would  appear  to 
establish  beyond  a  doubt  an  intimate  relationship  between  the 
nasal  and  genital  passages.  In  the  cases  above  referred  to  great 
caution  was  exercised  in  excluding  the  influence  of  mental  sug- 
gestion. The  author  is  inclined  to  agree  with  Kolischer  that  the 
procedure  is  irrational  and  will  not  stand  the  test  of  time. 

THX  DIAGNOSIS  OF  THE  CAUSES  OF  STERILITY  IN  WOMEN. 

Before  entering  into  a  discussion  of  the  various  causes  of  sterility 
in  women  let  us  clearly  understand  the  clinical  significance  of  the 
term  sterility  and  the  conditions  essential  to  conception. 

By  sterility  we  mean  an  incapacity  for  childbearing.  This 
definition  may  be  further  qualified  by  the  terms  "absolute  sterility" 
and  "relative  sterility."  Sterility  is  absolute  when  the  individual 
is  incapable  of  bearing  a  child  to  the  period  of  viability;  she  may 
conceive,  but  habitually  aborts  before  the  period  of  viability. 
Sterility  is  relative  when  childl>earing  is  not  in  accordance  with 
conditions,  age,  and  length  of  married  life.  We  may  speak  of 
relative  sterility  when  three  years  have  elapsed  since  the  last  child- 
birth, or  when  conception  has  not  taken  place  within  three  years 
from  date  of  marriage — this  time  limit  is,  of  course,  purely  arbitrary. 
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M.  Duncan  fouml  tliat  in  iMic-sixth  of  ull  cases  parturition  occiiired 
ln'fdre  Iln*  Ijipst'  i)f  ilic  first  year  afirr  iiuirria^',  and  in  the  .spron<i 
year  fuiir-sixtlis  of  nil  marriage  wt'i'e  rniilfitl. 

.\^ain.  we  may  speak  of  stprility  os  primary  ami  secoiKhiry; 
priuiary  whf  ii  tin*  <'<ni(litioii}t  whivh  pn^-lmlf  tlie  possibility  of  chiW- 
Ucariiig  an*  primary,  ami  Mt'omiary  wliun  afUT  llie  hirtli  of  one  or 
mon;  chililrcn  there  i.i  Hifiitiretl  an  in('a]>acity  for  rlulillyaring. 

Periods  of  fifteen  and  even  twenty  years  liave  intervened  between 
successive  childhirths,  and  this  in  the  alisence  of  any  »pparent 
cauAt-  for  -itcrihty. 

Thr  ciniditioiis  essential  to  conevptimi  are  briefly  cmmicratiHl  as 
follows: 

1.  Deptisit  of  semen  containing  living,  active  spermatozoa  in  the 
upper  .segment  of  the  vagina. 

2.  Passage  of  the  spermatozoa  thnmgh  the  cer>'ix  into  the  cuvity 
of  the  uterus,  [t  is  .<uitd  that  spenniiiuzoa  nill  nut  live  longer  tlian 
twelve  lKJur.s  in  tlie  acid,  secretions  of  the  vagina;  while  in  the 
uterus  and  tubes  they  commonly  retain  their  vitality  six  to  eight 
days.  I.-eopold  reported  a  case  of  a  woman  in  his  chnic  who  had 
not  had  .se.xual  intercourse  for  thirty-seven  days  prior  to  the  opera- 
tion, when,  on  ubdominHl  .'section,  living,  active  spermatozoa  were 
found  in  large  numlwrs  in  the  fimbriateti  end  of  the  tube.  This 
case,  with  many  other  oliservaiions  on  women  and  lower  aniinala, 
has  led  to  t}>c  .statement  tliat  fertili^taliun  of  the  ovum  comiuonty 
takes  place  in  the  tube. 

3.  A  heaUhy  ovum  mu^t  find  an  uninterrupted  pA.ssAge  from  the 
ovar\-.  ihningh  the  tulie.  and  on  into  the  uterine  cavity. 

•^.  The  fertilized  o\'um  must  5nd  a  ]>ennaneut  resting-place  O'Q 
the  endometrium  until  the  period  of  viability. 

With  the  above  definitions  <jf  sterility  and  the  conditions  essential 
to  conception  sel  clearly  before  us  we  an!  now  in  a  portion  to 
consider  the  factors  which  {end  to  prevent  conception. 

In  seeking  the  cause  of  sterihty,  not  only  the  whole  range  of  di.%- 
ea.se.^  peculiar  to  women  mu.st  be  considered,  but  as  well  the  general 
physical  and  .social  eumlition.s  uf  the  individual.  More  tlian  this, 
we  are  not  to  conclude  thiit  the  cause  of  sterility  is  necessarily 
found  in  the  woman;  full  one  in  six  xlerilc  marriages  are  chargeable 
to  the  huslmnd.  One  marriage  in  ten  Is  non-prod  Motive,  and,  with 
few  e.\cepttuD5,  sooner  or  later  the  ad\'ice  of  the  ])hysiciau  is  soughtt 
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The  subject  is  therefore  of  prime  Importance  to  the  physician,  and 
00  condition  more  thoroughly  taxes  the  skill  of  the  general  practi- 
tioner and  specialist. 

G6neral  Oauses.  In  determining  the  cause  of  sterility  we  should 
first  consider  the  general  conditions  predisposing  to  sterility,  and 
first  of  these  is  age.  No  cause  of  sterility  approaches  age  in  extent 
and  power.  The  most  prolific  time  of  life  is  between  the  ages  of 
twenty  and  twenty-four.  Pregnancy  may  occur  before  the  menstrual 
period,  as  so  often  happens  in  India,  where  it  is  considered  a  sin 
to  let  pass  an  opportunity  for  conception — a  sin  equivalent  to 
infanticide.  Because  of  this  belief  It  is  customary,  in  such  countries, 
to  marry  before  puberty.  Marriages  occurring  between  fifteen  and 
twenty  years  of  age  are  relatively  sterile  as  compared  with  those 
occurring  between  twenty  and  twenty-five.  The  explanation  lies 
in  the  more  mature  development  of  the  sexual  organs  after  twenty 
years  of  age.  A  case  is  recorded  where  a  woman  gave  birth  to 
twelve  children  before  her  menstrual  flow  appeared.  Again,  it  is 
possible  for  pregnancy  to  occur  long  after  the  cessation  of  the 
menstrual  period.  Trento  reported  a  case  of  a  woman  who  gave 
birth  to  a  child  at  sixty-seven  years  of  age.  Abraham  was  one 
hundred  years  of  age  and  Sarah  ninety  when  their  child  was  born. 
Sarah  "was  old  and  well  stricken  with  yeara,  and  with  whom  it 
had  ceased  to  be  as  it  is  with  women" — that  is,  she  had  ceased  to 
menstruate.  Renauden  reported  the  case  of  a  woman  who  was 
delivered  of  a  child  ten  or  twelve  years  after  the  cessation  of  the 
menstrual  periods.  S6,  while  pregnancy  is  possible  after  the  meno- 
pause, the  rule  is  that  the  capacity  for  childbearing  ceases  four  to 
six  years  before  the  cessation  of  the  catamenia. 

(a)  Anamia,  either  primary  or  secondary'  to  some  wasting  disease, 
such  as  tuberculo.sis,  diabetes,  nephritis,  and  malariu,  is  an  im- 
portant predisposing  factor,  and  must  always  l>e  taken  into  account 
whatever  else  may  be  found. 

(6)  Maniage  of  near  relatives  is  said  to  lie  a  cause  of  relative 
sterility,  but  this  statement  is  not  confirmed.  (1.  Darwin  has 
proved  the  harmlessness  of  marriages  between  cousin.s,  and  has 
demonstrated  the  fertility  of  such  marriages. 

(c)  Obesity  is  undoubtedly  a  jjotent  cause  of  sterility.  T'hat 
peculiar  form  of  obesity  associated  with  unicmia  especially  con- 
duces to  sterility.    Scanty  nutrition  has  little  or  no  influence.   When 
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a  woman  rapidly  increases  ni  weight  she  very  often  hecomes  sterile, 
and  in  such  the  most  [iromisuig  meuus  of  reliex'uig  sterility  'n  to 
rcthiee  the  weight. 

{d\  Alcoholism  is  an  iiid!.s[>u table  factor;  furthermore,  the  deatli 
rate  amonp  chililreii  Itom  of  inebriate  mothers  is  double  that  of 
tcni|XTnlp  pa  rentable 

(e)  The  sexaal  instinct  evidently  lias  some  influence  upon  the 
fertility  of  women.  \Miile  it  is  true  that  many  women  t)ear  children 
who  have  never  experienced  sexual  desire,  it  is  tJie  rule  that  women 
arc  most  likely  lo  rcmrcive  who  have  the  grrat^-st  sexviai  vigor. 

(/)  S«zu&l  excess,  on  the  other  hand,  conduce:^  to  sterility  through 
the  con^esiiim  and  iiillaiiiiniilion  reuniting  from  such  excesses, 

(g)  Saxnal  Incompatibility  i.t  an  ill-tlcHnnl  condition  that  play.«  a 
zole  in  the  causation  of  sterility,  tliough  no  explanation  is  offered. 
We  are  reminde*!  of  the  niarringe  of  Josephine  and  Napoleon. 
Many  untiappy  yet  fruitful  iiiurriages  ttisprove  this  theory.  A^  a 
rule  sonic  other  explaiiittioti  for  the  sli-rility  is  founil. 

(A)  Influence  of  Temparattire  and  Climate.  The  action  of  heat 
anri  cold  in  the  various  /xiacs  docs  not  appear  to  affect  fertility. 

Local  Causes.  na\'ing  con.iiderc<l  the  above  general  predi.spo.'iing 
causes,  we  now  look  to  t)ie  more  tangible  local  factors. 

(a)  Dygpareunia  is  not  an  uncommon  cause  of  sterility,  and  in  every 
case  the  underlying  iraiise  nf  painful  niition  must  be  detenninei]. 
We  look  for  legions  obstnicling  the  lower  genital  passage,  such  as 
ROC|ulre<l  and  congenital  atresia  of  the  vuiva  and  vagina;  over- 
growth of  the  labia  and  ('lit«)ris,  and  tunior.'t  of  the  ^iilva,  vagina, 
and  uterus,  which  encnwch  \.i\nm  tile  lower  paasages.  We  also  look 
for  lesions  causing  pain,  such  as  urelhml  caruncle,  inflanimalory 
lesions  of  any  portion  of  the  genital  tract;  inflammation  of  the 
urethra  and  bladder,  and  for  paiiifid  lesiiins  of  the  n-<.'(um,  including 
fissure  an«l  hemorrhoids.  Vaginismus  without  a  recognizable  lesion 
is  an  occa.sional  cause  of  dyspareunia.  It  i.s  not  essential  to  tt>iicep- 
tion  that  .scxiiftl  union  lie  ri>mplete.  Thi.^  is  <lemonstroted  by  the 
fact  that  pregnancy  may  occur  with  an  intact  hymen  ainl  in  the 
presence  of  other  evident  obsfructiniis  to  cimiplete  sexual  union. 

(b)  The  m&lderelopments  and  malformations  of  the  genital  organs 
are  occasional  cuuse^i  uf  absolute  .sterility.  The  absence  of  any  of 
the  reproductive  organs,  or  the  failure  of  these  organs  to  fully 
develop,  oiv  certain  causes  of  sterility.    A  uterus  partially  or  com- 
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pletely  divided  is  not  likely  to  become  pregnant,  and  a  septum 
dividing  the  vagina  may  offer  an  obstruction  to  sexual  intercourse. 
When  a  woman  complains  of  amenorrhoea,  or  at  most  of  a  scanty, 
irr^ular  flow  which  has  persbted  from  a  delayed  puberty,  it  is 
highly  presumptive  that  the  uterus,  together  with  the  tubes  and 
ovaries,  has  failed  to  develop  beyond  the  infantile  type.  The 
ovaries  are  primarily  at  fault  in  the  majority  of  cases,  and  in  conse- 
quence the  uterus  fails  to  develop.  While  there  is  little  encourage- 
ment in  treatment  of  any  kind  it  is  manifestly  illogical  to  direct  the 
treatment  to  the  uterus  rather  than  to  the  ovaries — a  procedure 
akin  to  whipping  the  cart  to  make  the  horse  go.  The  complete 
dosure  of  any  portion  of  the  genital  tract  will  result  in  sterility,  but 
these  conditions  are  rare,  with  the  exception  of  closure  of  the  tubes 
&om  inflammatory  adhesions.  The  influence  of  stenosis  in  causing 
sterility  is  doubtless  exaggerated.  A  congenital  narrowing  of  the 
cervical  canal  prevents  the  passage  of  spermatozoa,  but  in  such 
cases  there  is  usually  an  underdevelopment  of  the  uterus,  and 
possibly  the  ovaries  as  well,  to  account  for  the  sterility. 

The  vagina  may  be  too  short  or  too  narrow  to  retain  the  semen, 
and  the  cervix  may  be  too  long  to  allow  the  entrance  of  the  sper- 
matozoa from  the  vault  of  the  vagina,  where  it  is  usually  deposited. 
A  short  cervix  -per  se  is  not  a  cause  for  sterility ;  not  infrequently 
the  explanation  lies  in  an  underdevelopment  of  the  uterus  asso- 
ciated with  a  short  cervix. 

A  frequent  cause  of  secondary  sterility  is  superinvolution  of  the 
uterus  brought  about  by  superlactation,  infection,  and  malnutrition. 

(c)  HalpoflitioQS  as  direct  causes  of  sterility  have  been  greatly  over- 
rated. Pregnancy  is  possible  in  all  malpositions  of  the  uterus  with 
the  exception  of  complete  inversion.  We  are  forced  to  conclude 
that  the  underlying  cause  is  more  often  in  accompanying  inflam- 
matory lesions  and  in  dyspareunia.  Chronic  endometritis  and 
ovaritis  are  so  commonly  associated  with  displacements,  and  are 
such  potent  causes  of  sterility,  it  is  fair  to  assume  that  they  are 
mast  often  the  underlying  causes. 

The  displaced  cervix  is  a  more  likely  cause  than  is  the  displaced 
body  of  the  uterus.  The  difficulty  with  which  the  semen  enters 
the  cervix  when  displaced  forward,  or  to  the  side  in  backward  or 
lateral  displacement  of  the  uterine  bmly,  will  account  for  sterility, 
whereas  it  is  difficult    to   c()iict'ivc   of    the  cervical   canal   l>eing 
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obstructed  by  the  6exioii  of  the  Iwly  upon  the  cervix.  The  tliick. 
resisting  wall  of  tli**  iilenis  nill  not  permit  of  so  sharp  bending  as 
to  olwtnict  the  |>as$ag«^  of  spermatozoa.  Iteasoniug  a  priori,  an 
cxtrpinf?  retroversion  with  t\\e  cervix  pointing  npwiird  and  forward 
would  more  likely  vAxise  Merillty  than  would  an  uuconi plicated 
retroRe.xtun  with  the  t-ervix  poiniing  downward  and  baekwanl. 
From  like  rea.soiiing,  descent  of  the  uteru.s,  especially  when  ajwo- 
ciatcd  with  ehingation  of  llie  cervix,  an  is  usually  the  ease,  would 
In*  -Still  ninrr  likely  In  rcMlll  in  sterility  1vecau.se  of  the  difficulty  of 
llie  seuieu  gaining  entrance  to  the  eer\'ieal  canal. 

(d)  TtaomatisEDS  of  the  cen-ix  and  \-agina  not  infmiuently  predis- 
pose to  sterility.  .A.  lacerated  perinenm  allows  of  llie  free  escape 
of  semen  from  the  vagina,  and  a  lacerated  cervix  followwl  by 
erosion  and  eversion  uf  (he  cervical  mucous  membrane  may  offer 
an  nl>stniclion  In  the  semen.  Hectovaginal  and  vesicovaginal 
fi.5tuljr  cause  sterility  by  the  effect  of  the  urine  and  feces  upon  the 
semen,  by  the  atx-ompanying  vaginitis  and  the  resulting  dyspo- 
reunta.  <'icatricial  contraction  of  the  vagina  following  an  injuiy 
may  interfere  with  sexual  union. 

(e)  PelTJc  Inftammation  \s  by  far  the  most  prolific  source  of  sterility^ 
and  first  among  the  various  le.s;orw  in  endoinetri(i.s.  The  hyper- 
plastic form  of  en4h>metriti.s  will  most  certainly  cause  sterilitj*,  and 
particularly  when  associated  with  jirtifuse  hemorrhages  and  leucor^* 
rlitea.  The  disease*!  endometrium  is  un  unfavorable  resting-plaec 
for  the  ovum,  and  the  di.wharges  play  havoc  with  the  spennatozoa. 
In  llie  cervix  the  iucri'a.seil  iniicou.^  seeretions  of  endtxx-rvicitis  plug 
the  cervical  canal  so  effectually  as  to  prevent  the  entrance  of  the 
semen.  Vulvovaginitis  may  prevent  conception  through  pervertet! 
acid  secretions  and  dyspareunia.  Infcvlions  of  the  tubes  de-strov 
(he  cilia  and  often  the  epithelium  as  well,  thereby  hindering  the 
progress  of  the  ovum  throngli  the  tid»e  to  the  uteru.s.  Closure  of 
the  fimbriated  end  of  both  tulw.'*,  resulting  in  a  distention  of  the 
tulM-  with  senim.  blood,  or  pus,  will  almost  i-ertaiidy  eau-se  pennaiicnt 
sterility,  ^'ct  it  is  of  intcwst  to  know  that  pregnancy  has  followeil 
upon  the  disappearance  of  double  pyoftalptnx,  a  fact  which  speaks 
for  conservative  treatment  of  salpingitis. 

A  chronic  infhinnnation  or  ]>a^ive  congestion  uf  the  uvarv*  results 
in  a  hifK-rplasia  of  the  connective  tissue  surrounding  the  follicle.'*, 
in  a  thickening  of  the  tunica  albugiuca,  and  iii  po&silile  adhesions 
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about  the  ovary.  All  this  renders  difficult  or  impossible  the  escape 
of  ova  into  the  tube. 

In  pelvic  cellulitis  and  pelvic  peritonitis  constricting  bands  of 
adhesions  may  obstruct  the  lumen  of  the  tube,  and  so  displace  the 
uterus,  ovaries,  and  tubes  as  to  cause  sterility.  An  oi^anized 
exudate  about  the  ovaiy  will  prevent  the  ova  escaping  and  lead  to 
f:ystic  degeneration  of  the  ovary.  In  all  these  fonns  of  infection 
dyspareuiiia  is  a  large  factor  in  the  causation  of  sterility. 

(/)  New-fOTmations  as  causes  of  sterility  are  yet  to  be  considered. 
Id  general,  they  operate  through  mechanical  obstruction.  By  their 
presence  an  inflammatory  reaction  may  develop  as  the  prime  cause 
of  the  sterility.  Degeneration  of  the  tumor  leading  to  an  irritating 
discharge  acts  in  a  deleterious  manner  upon  the  spermatozoa.  The 
size  of  the  growth  is  not  of  so  much  consequence  as  the  position;  a 
small  fibroid  in  the  cervical  canal  may  cause  complete  obstruction, 
while  pregnancy  may  go  on  to  full  term  in  subperitoneal  Bbroids 
of  enormous  size.  Malignant  growths  rarely  cause  sterility,  because 
the  childbearing  period  is  usually  at  an  end  before  the  advent  of 
either  carcinoma  or  sarcoma.  Sterility  associated  with  amenorr^oea 
in  the  presence  of  an  ovarian  cyst  suggests  the  possible  presence  of 
a  similar  involvement  of  the  other  ovary. 

{g)  Teneraal  Diseases.  Gonorrhoea!  infection  is  a  potent  cause 
of  sterility,  but  it  is  doubtful  if  syphilis  is  often  a  cause  of  absolute 
sterility. 

THE  HENOPAtrSE. 

The  menopause  is  a  perfectly  natural  event  in  the  advanced 
years  of  women,  and  is  therefore  not  a  cause  of  ill  health.  The 
popular  idea  that  the  "change  of  life"  is  a  critical  time  in  a  woman's 
life-history  is  (|uite  correct,  but  this  does  not  imply  that  the  men- 
opause per  se  is  in  any  way  a  menace  to  the  life  of  a  woman.  It 
Ls  a  critical  time  l)ecause  the  menopause  marks  the  beginning  of 
old  age,  when  ill  health  and  debility  would  naturally  lie  first  manifest. 
There  are,  however,  certain  attendin^^  phenomena  which  disturb 
the  comfort  and  general  activity  of  previously  healthy  women.  This 
discomfort  is  not  ill  health;  that  is  to  say,  it  is  not  to  l)e  dignified 
by  the  term  disease.  There  is  a  disinclination  to  mental  and 
physical  exertion.  The  nervous  and  vascular  systems  are  more  or 
less  disturbed.     Functional  heart  troubles,  associated  with  £ore- 
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bodinjp  of  impending  danger,  are  common  experiences.  Hot 
flujihvff,  a  .si-iise  »i  fulness  i[i  tlie  bead,  and  clruniiiness  are  com- 
plained of.  Tlio  meiiKiry  fails  fnim  lack  of  cnnccntraliun,  and 
tliere  is  a  marketl  decline  in  the  capacity  for  both  mental  and 
pIiVHinil  work. 

niu-  alxivc  are  tlic  iisiiiil  experiences  of  healthy  women  living  under 
favonibic  cirtiiiiistuncc.s  as  they  jiuss  through  the  menopause. 

Premature  Menopause.  The  menstrual  flow  may  be  penna- 
nently  checker!  at  an  early  age,  even  so  vat\y  ns  llie  twenty-fourth 
year.  Tlic  nLUscs  or  pn>nialiin'r  incnopaiisc  arc  Uilh  gt^neml  and 
local.  The  genen*!  caascs  are  those  rvferaldc  to  the  disowlers  of 
the  nutritive  and  va.scular  .systems — i.  e.,  primary  and  secondaiy 
anfcmias  and  general  wasting  diseases.  The  local  causes  include 
tJie  rumuval  of  the  nieiistrual  organ.s,  also  infections,  degi'ncrutioos, 
and  npw-formation.H  of  the  uterus  and  ovaries.  It  is  interesting  to 
observe  that  where  healthy  ovaries  have  been  removed,  thereby 
bringing  on  the  menopause  abruptly,  the  usual  ilrrangenienLs  of 
the  climacteric  are  exaggerated;  whereas  the  rcuKivaJ  of  ovaries 
whose  fimctioiis  have  been  largely  lost  thnmgh  disease  causes 
little  or  no  disturbance. 

Delayed  Meaopaase.  The  menstmul  periods  may  l>e  continued 
far  licyond  ihe  average  lime  and  without  anxiety  when  the 
mciiHtnial  functions  ap|K'ar  noniml.  \Vhcn,  however,  tlie  nien.-ws 
liwomc  increase*!  in  freipicncy  and  in  amount  it  becomes  imperative 
to  intjuire  into  the  cause.  The  general  and  local  causes  of  pro- 
longed morbid  menstrual  functions  arc  enumerute^l  in  the  .section 
on  L'terine  Hemorrhage  (page  29).  Scatizoni  l>elieves  that  the 
prolonged  menopause  is  often  due  to  senile  rigidity  and  friability 
of  the  uterine  arteries,  while  Kisch  ascrilx-s  them  to  Mjftening  and 
relaxation  of  the  uterine  tissues.  Undoubleilly  passive  congestion 
of  the  pclris  from  whatever  cause  may  prolong  the  menstrual 
period. 

In  the  absence  of  all  general  and  local  causes  for  hemorrhage 
from  the  uterus  tt  is  possible  to  explain  the  prolonged  nienopiui.se 
by  the  existence  of  vasomotor  changes.  We  nuist  he  careful  to 
exchi<le  llw  presence  of  carcinoma  and  all  hx-al  lesions  as  well  as 
the  alxjve-mentionetl  general  factors  Wfore  accepting  such  indefinite 
explanations  as  VH.wmotor  changes. 

The  average  time  of  appearance  of  the  clumge  of  life  is  from 
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forty  to  fifty-five  yean  of  age.  The  earliest  recorde*!  natural  meno 
paiiae  hegan  al  twenty-four  years  of  age,  the  lalrst  at  seventy. 
The  fnetors  influencing  tlie  time  of  appearance  of  the  menopause 
are: 

1.  Climate.     The  eolder  the  i-limate  the  later  the  menapau^ae. 

2.  Social  Stat«.  Sir  Amlrew  t'lark  .HtJiteH  lliat  tin:  menopause 
otriirs  airlier  in  the  inon-  riviliwil  atiil  rnlliireil  ela>iws. 

.'3.  R«e«.  The  Jews  are  saiil  to  reach  the  menopause  at  an  earlier 
time  than  the  average  tronmn  in  liie  stinie  elitnate. 

4.  Baredity.  It  has  Ikoen  rr»|ueiiily  ohservet)  that  hemlity  haA 
a  (letemnnint*  inDuenee  ii{>oii  the  e.stnhli:jhnien1  of  the  menopause; 
this  tendency  towanl  an  early  or  late  menopau.'te  may  persist 
through  several  generationK. 

5.  General  and  Local  Diaeasea.  (a)  Tho.se  favoring  an  early 
climacteric  are  atropliv  ui  the  iilerua  and  ovaries,  superinvolutiuii  of 
tlte  utenis,  ehronie  metritis  unil  nvuritis,  i>o.st|Hirlnin  heniorrhageH, 
puerperal  sepsis,  and  the  general  wasting  diiteitses.  (6)  Those 
favonng  a  late  dimaeteritr  ure  malignant  growths  and  fibroids  of 
the  uterus,  emlonietritii^,  suhinvohition  of  the  nteruit,  and  chronic 
metritis. 

The  climacteric  has  an  average  duration  of  three  to  four  years, 
and  lias  lieeii  known  to  extend  over  a  iHTiml  of  twelve  years.  During 
tliis  time  the  menstrual  |M'ri(x1.s  commonly  recur  at  longer  and 
longer  intenals  as  the  flow  l)ecomes  more  and  more  scant;  this  la 
known  as  the  "ilodging  jieriod." 

In  al>out  one  woman  in  seven  the  meiu^es  stop  suddenly  and 
pennanently.  As  a  rule,  it  may  be  staled  that  an  abrupt  ending 
of  tlie  menstrual  |»eriod3  is  due  to  some  morbid  condition,  general 
or  local. 

The  clinical  manifestations  of  the  menopause  arc  mast  varied. 
They  are  seldom  wholly  absent,  nor  are  they  constantly  present. 
As  a  rule,  tlicy  recur  at  irregular  inter\'als. 

The  general  phenomena  associnte<l  witli  the  menopause  are 
nervous  disturbances,  such  as  irritable  temperament,  despondency, 
forgetful ness,  fainting,  vertigo,  flashes  of  heat  and  cold,  peni-ersion 
of  ta.Hte.  loss  of  sexual  desirts  and  oceasionallv  a  homicidal  or 
5uicidal  tendency. 

Tlie  ItK-wi  phenomena  arc  atrophy  of  the  genital  organs  and  of 
the  breasts,  aiid  in  many  east's  an  increase  in  the  body  weight. 
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There  are  no  facts  in  substantiatp  ihe  slatemvint  that  the  develop- 
ment of  ikiu  fJiseases  id  influenced  bv  the  menopause. 

The  Influence  of  the  Menopaase  on  Certain  Morbid  Con- 
ditions in  the  Pelvis.  It  will  In-  of  |»racticiil  intrrt-st  Id  iiKjuire 
into  the  influence  of  the  menopause  upon  certain  morbid  conditions 
in  the  pelvis.  We  find  a  certain  percentage  of  these  !e.sinns  arise.s 
during  tin*  climaettrric,  while  others  are  af^gruvated  or  are  made 
to  disappear  by  the  advent  of  the  cliange  of  life. 

Foremost  among  the  lesions  that  are  prone  to  appear  in  the 
climaricrir  are  malignant  growths.  Feeidiar  (catarrhal  forms  of 
endometritis  are  known  to  arise  at  this  time.  l>i,splaremcnLs  of 
the  uteni.s,  and  particularly  prolap.sn»  uteri,  are  of  common  occur- 
rence an  the  result  of  rotrognide  metnmf>rphosi.s  of  the  uterine 
supports.  Fibrous  puK-p-s  of  Uie  cervix  are  said  to  frr*|uently  ari.se 
subsequent  to  and  during  the  climacteric  and  are  the  cause  of 
hemorrhage — a  fact  confirmed  by  my  own  experience. 

'riiosc  existing  cniiditioiis  in  the  ja-Ivis  whieli  are  aggnivatwl  by 
the  memtpause  arc  di.spla<-enu-iit.s  of  the  uteru.s  ilue  to  relaxation 
of  the  uterine  supports.  A  descensus  becomes  c<mverteil  into  a 
.complete  prolapsus  as  the  uterine  supports  relax  after  tlie  meno- 
pause. 

On  the  other  hand,  the  menstnial  disturbances  and  pressure 
symptoms  inciilent  to  tlisplaeemctiLs  nf  the  utenu  and  its  append- 
ages are  relirvrd  by  the  .sus[>rn.s!on  of  memlniation  and  rlimintition 
in  the  size  of  the  nlerus.  Fibroids  of  the  uterus  very  often  cease 
to  grow,  and  not  infrequently  decrease  in  size.  This  i.s  particularly 
true  of  interstitial  Rbroids.  While  we  may  hope  for  favorable 
changes  in  uterine  Hbn)i<ls  at  the  elinuicteric,  we  are  to  remember 
that  (he  fibroitl  may  be  transformed  into  a  san-onia.  (Sec  p.  JIO.) 
The  influence  of  the  menopnu.sv  U{>oii  exi.Hting  ovarian  C)*ste  is  not 
clearly  undor^Jtood.  Wc  Irani  from  the  stati-stirs  of  Olshau.sen  and 
others  that  cysts  of  the  ovary  iiri.-*-  in<»re  often  duritig  the  |>criod 
of  .sexual  maturity  and  with  far  les.s  fn*(|nency  after  the  climacteric. 
The  "involuted  shninken  eysts"  of  llokitansky  are  often  the  direct 
result  of  the  menopause,  though  [H>rha|>s  lliey  more  often  follow 
u|)on  the  twisting  of  the  |)edic!e,  Fatty  degeneration  of  the  e^'st 
wall  is  e-A[>ecially  pn)iie  to  mrur  during  and  after  the  menopause, 
and  this  suggests  the  most  probable  cause  of  spontaneous  rupture 
of  ovarian  cyst:i  at  this  time. 
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LEnOORBEOA. 

Normal  Secretions  of  the  Genital  Organs. 

Leucorbh(Ea  in  Infants. 

Leucorrh(£a  in  Virgins. 

Leucorrh(ea  in  the  Period  of  Sexual  Maturity. 

Leucorrhcea  in  Old  Women. 

Any  discharge  from  the  vulva  that  is  not  blood  is  popularly 
called  "whites"  or  leucorrhopa.  \Mien  the  secretion  departs  from 
the  normal  in  color,  consistency,  odor,  irritability,  and  amount, 
there  must  exist  either  a  functional  or  an  organic  lesion  of  the 
genital  organs.  It  is  of  the  greatest  importance  to  determine  the 
character  and  source  of  the  secretion. 

The  Normal  Secretions  of  the  Oenital  Organs  are:  1.  From  the 
vulva  the  onlinary  secretions  of  sebaceous  and  sweat  glands.  The 
Bartholinean  glands  lying  in  the  labia  raajora  secrete  mucus, 
particularly  during  sexual  excitement.  The  reaction  is  alkaline, 
and  the  amount  is  scarcely  noticeable. 

2.  The  vagina  <loes  not  ordinarily  contain  glands,  but  occasion- 
ally a  few  are  found  in  the  vault  of  the  vagina.  The  vagina  has 
essentially  a  skin  surface,  having  no  secretion  under  normal  con- 
ditions. The  so-called  vaginal  secretion  is  the  accumulated  outpour 
of  the  uterine  body  and  cer\'ix  mixed  with  epithelium  and  bacteria. 
The  secretion  is  acid  in  reaction  as  the  result  of  the  action  of  certain 
bacteria  changing  the  alkaline  secretion  of  the  uterus  to  an  acid 
reaction. 

3.  The  secretion  of  the  cervix  is  mucus.  It  is  tenacious  and 
alkaline  in  reaction. 

4.  The  secretion  of  the  endometrium  is  serous  and  sufficient  in 
amount  to  moisten  the  surface;  it  is  alkaline,  clear,  and  transparent. 

For  clinical  purposes  we  will  consider  leucorrhopa  as  it  occurs  in 
the  various  periods  of  life. 

Lencoirhoea  in  In&nts.  In  children  a  leucorrhoeal  discharge 
seldom  arises  from  a  point  above  the  hymen.  As  a  rule  it  is  the 
expression  of  a  vulvitis,  which  in  turn  is  caused  by  .soiled  diapers, 
intestinal  worms,  highly  acid  urine,  gonorrhrea,  masturbation,  and 
the  strumous  diathesis.  The  vulva  appears  swollen  and  reddened, 
is  tender,  and  is  covered  by  a  slimy  .secretion. 
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Leucorrhcea  in  Virgins.  In  young  girU  it  is  not  unusual  for  a 
transient  leucoirliira  lo  uppear  from  time  to  lime.  No  pathological 
basis  for  tlie  leuc-orrhoea  oin  be  (,li:*co\'eretl  furtlier  than  a  possible 
pelvie  congestion.  Persi-stent  Ifucorrhn'a  may  lie  ilup  In  the  .same 
causes  found  in  childhood.  A$  in  infants,  the  lesion  U  commonly  ■ 
a  vuUitis,  unii  is  rarely  found  above  (lie  hymen.  The  secretion  is 
seldom  .sufficient  to  more  than  moiaten  the  Milva,  ami  rarely  calls 
for  a  local  examination.  Anceiuia  i^  alway.s  to  l>e  considered  in 
determining  the  contributing  factors. 

Lencorrhoea  in  the  Period  of  Sexual  Maturity.  The  secretion 
oaay  ctinir  from  any  porlion  nf  tin-  genital  Irael— from  the  vulva, 
vagina,  cervix,  Ixtdy.  and  tul>c«.  In  tlie  vast  majority  of  ca-ses  the 
cause  may  he  a.scnl)eil  to  gtmorrhira  ami  to  labor  and  aI>ortion. 
The  most  profuse  leucorrUtra  is  occasioned  by  gonorrhccal  infec- 
tion. In  ailditiuii  to  these  causes  may  l>e  mentioned  instrumental 
and  digital  inHpection,  di-splacemenU  of  the  uterus,  pa.Hsive  con- 
gestion due  to  an  intcrffreiici-  with  the  return  supply  of  blood 
from  <li.scases  of  the  heart,  lungs,  liver,  kidney,  an*!  spleen,  and 
also  to  abdominal  tumors,  to  acute  infectious  diseases,  and  to  all 
benign  and  malignant  new-forniattons  of  the  vulva,  vagina,  and  M 
uterus.  ■ 

Not  only  the  cause  but  the  source  of  (he  secretion  must  l»c  deter- 
mined. Schultze  tle\*ised  the  following  methoii  of  demonstrating 
the  source  of  the  secretion:  Following  a  vaginal  douche  of  sterile 
water  a  large  tampon  of  sterile  nbsorl>cnt  cotton  is  placed  against 
the  cervix  ami  left  there  for  several  hours.  If  the  secretion  comes 
from  the  uterus,  it  will  collect  u[M]n  the  top  of  tin-  tani|Hjii  am)  can 
be  examined  for  Iwctcria  and  other  elements.  If  the  secretion  b 
mucus  and  in  .small  amount,  it  mu.st  come  from  tlie  i-ervix;  if 
watery  and  abundant,  it  comoa  from  the  bcwly  of  the  utenis,  rarely 
from  the  tubes — "hydrosalpinx  profiuens." 

it  Ls  of  importance  to  distinguish  between  a  hypersecretion  of 
tlie  endometrium  and  a  di.'K-harge  ihie  to  some  pathological  lesion. 
This  is  often  diflicull,  and  may  l>e  impossible.  Women  will  often 
complain  of  a  leiicorrhn-a  imme«liately  preceding  and  following 
the  men.stnial  (low.  As  a  result  of  the  c(iiige.slioii  which  precedes 
the  monthly  flow  one  or  more  days  and  continues  a  variable  time 
after  the  cessation  of  the  blootly  flow,  there  is  a  hypersecretion  of 
the  glands  suffinent  to  give  rise  to  a  scroinucous  discharge. 
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LencorrhcM  in  Old  Women.    In  the  agn<]  leuconiiam  has  a 

more  serious  significance.  The  source  is  the  vidva,  v«gina,  and 
uterus.  Senile  vaginitis,  vulvitis,  and  endometritis  are  the  most 
common  causes. 

In  the  case  of  all  unusual  discharges  from  the  genital  tract  of 
women  advanced  in  years,  whether  the  dischaige  be  watery,  bloody, 
purulent,  or  ichorous,  there  is  always  a  suspicion  of  malignancy, 
and  this  thought  is  uppermost  in  the  search  for  the  undeHying 
cause.  Gonorrhoea  infecting  the  aged  rarely  involves  the  uterus 
and  tubes.  The  infection  is  generally  limited  to  the  vagina  and 
urethra.  The  irritation  of  a  filthy  and  ill^tting  pessary  will  occasion 
a  vaginal  dischaige. 

Malignant  growths  give  at  first  a  watery  dischaige,  which  later 
becomes  turbid,  bloody,  and  foul-smelling.  Cancer  of  the  body  of 
die  uterus  is  more  common  after  the  menopause  than  is  cancer  of 
the  cervix;  therefore,  in  seeking  the  cause  of  a  suspicious  discharge 
occurring  after  the  menopause  it  may  be  necessary  to  explore  the 
uterine  cavity  with  a  curette.  The  dischai^  of  a  senile  endo- 
metritis may  simulate  that  of  a  malignant  growth,  and  nothing 
short  of  an  exploratory  curettage  with  a  microscopic  examination 
of  the  scrapings  will  establish  the  diagnosis. 


CHAPTER  II. 


Pm-SICAL  ESAJmiATION. 


Preliminary  Measures.  Having  taken  tlir  liistor^v  as  outHned 
in  the  previous  {.-liiipter.  the  next  sttp  is  to  tieti-nnine  by  u  general 
physical  examination  the  possible  bearing  which  some  remote  affec- 
tion may  have  upon  the  [tvhu-  ()r^n.t.  M 

Confining  ourselves  more  particularly  to  (he  ubdomen  am!  pelvis, " 
we  will  proceeti  to  outline  the  method  to  l>e  employed  in  a  systematic 
and  thorough  physieal  examination,  and  will  deserit^  the  methodsi 
in  the  unier  in  which   pmctical  experience  Ims  stinctiuned  theii 
usage. 

No  invariable  order  can  be  adopted;  circumstances  will  alter  the 
general  routine;  but  it  h  well  to  follow  a  definite  metliinl  oF  pro- 
ccduw  OS  elawly  as  |x>Mihlo.    'Ilie  habit  of  making  a  systematic 
routine  examination  will  not  infrequently  eliminate  many  errors 
in  diagnosis.    The  examiner  will  not  likely  l^e  content  with  thel 
Undiiig  iif  any  single  exptanatiiui  fur  tbf  padent'n  aimplaint,  but 
will  seek  farther  for  other  possible  lesions.     The  writer  recalls 
case  in  which  hemorrhage  was  the  symptom  complained  of.     Onl 
physical  examination  un  interstitiiil  6brui<l  was  di3covere<l. 
was  believed  to  explain  the  hemorriiage.  and  a  hysterectomy  w« 
performed.      In    the  cavity  of  the   uterus   was  »  ouiliflower  cai^l 
cinoma,  which  had  not  been  suspected.    The  examination  had  not ' 
been  complete;  when  a  single  vnust-  for  the  hemorrhage  was  dis- 
covered no  further  searcli   was  made.     Had  a  more  conservutivc 
operation  Ijeen  performed  and  the  uterus  not  removed,  the  more 
wrious  of  the  lesions  would  have  been  overlooked.    Such  t-xperienea 
teach  us  thai  ux  are  not  to  be  content  with  the  finding  of  a  single 
cause  for  a  given  symjAom,  hut  arr  in  search  for  idt  piMgible  causa, 
inatmucK  as  two  or  more  morbid  conditions  may  eontribute  to  tht 
s\fm.f4om. 

In  making  a  physical  examination  care  shonh)  be  taken  for  fear 
of  injur)'  to  the  structure  examined;  and  the  examiuer  will  always 
CM) 
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endeavor  tn  airoi<l  inflieting  pain.  Tht  more  .skilled  th*  f>xamiiit>r 
ih*  mntr  careful  ami  gentle  lit*  will  U-.  A  vapnal  examiniitinii 
may  rau.se  ^rt*nt  illsiiiinfort,  »ih1  m*Hi>iis  (jatnage  in»v  W  ilunc  to 
fill  inflariKHJ  mucous  rncnihntne  and  iiialt^naiit  growUu.  Aa  the 
rrvult  of  a  bitnatiual  examination  roughly  ma<le.  not  only  murh 
suffering  may  be  puuftwl,  hut  cysts  inay  Ik*  niplure*!,  alx^-cwu'-s  may 
break  into  the  perittHieul  canty,  iiw  gv?>tjitiuii  »ac  of  an  ectopic 
pregnancy  may  buna,  adh^ions  may  lie  torn,  and  in  the  use  of  the 
touod,  curette,  and  sjieetiluni.  serious  uihI  even  fatal  injuries  nmy 


hut.    I 


KxniniiKiie  lable.      i^klui.r^i 


hf  su.'^tained.  While  un  exact  <liagno9is  is  desired  tn  the  first 
examination,  it  is  .seldom  altsulutcly  necessary  and  is  fretpicntly 
impossible.  Certain  pruceihires,  such  as  catheteriring  the  uterus, 
mtist  often  \te  |Mr>tiH>m-d  for  a  subsequent  examination. 

It  Is  seldom  necf^^ry  to  make  an  examination  during  tlic  men- 
strual period.  It  is  not  only  objectionable  to  the  patient,  but  at  ttiis 
lime  tlie  pehic  viscera  an-  congested,  and  there  is  an  added  risk 
o!  injur.'.  During  the  menstnial  |K'riu<I  the  cen.-ix  is  softened  and 
wmcwhat  jtatulous,  and  for  this  n-asun  8im[>son  tias  advised  the 
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exploration  of  the  uterine  cavity  during  menstruation  for  the  detec- 
tion of  foreign  growtlis.  The  added  risk  of  infection  and  injury 
would  seem  to  (■(intraimlicate  such  a  pmctiw. 

We  therefore  elect  the  internieiistriial  period  for  local  examina- 
tions anil  treatments,  for  the  reasons  that  the  eonditions  then  found 
are  more  nearly  normal  anr)  tliere  is  loss  risk  of  injun'.  Further- 
more, it  is  Ix-st  to  make  the  examination  at  a  time  when  the  patient 
18  ID  a  condition  the  nearest  possible  to  the  normal.  To  this  end 
the  examination  sliould  not  l>e  made  imiiieiliiitely  after  a  full  meal, 
or  wliun  for  any  rea-son  the  patient  is  exhausteil  and  nervous. 

\Vhenever  possible  the  patient  should  be  examined  on  a  table 
with  f»ood  light.  Whatever  tlie  table  usetl  itslinuhl  be  of  convenient 
width  and  length  to  permit  the  patient  to  assume  any  deared  posi- 
tion. It  should  be  so  placed  as  lu  be  approachetl  by  the  examiner 
from  all  sides,  and  should  he  of  convenient  height  to  allow  him 
to  proceed  without  assuming  an  unnatural  and  strained  attilwle. 

Fig.  I  .shown  a  rorrtrct  table  for  ilie  making  of  examinations 
and  operations.  This  table  was  designed  by  Pr.  J^.  E.  Schmidt,  of 
Chicago,  and  has  the  special  advantage  of  directing  the  buttocks 
well  over  the  edge  of  the  tabic,  thereby  favoring  instrumental 
examinations  of  the  liladiler,  Viigina,  and  rectum. 

We  are  often  obliged  to  examine  a  patient  on  a  bed  or  couch. 
The  author  does  not  favor  tlie  examining  eliair  ItecaiLse  of  its 
fonnidnble  appearanre,  its  rumlKTsomr  weight,  and  tlie  ineon- 
veuieuce  with  which  the  position  of  the  patient  is  changed. 
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CHAPTER   III. 

EXTERNAL  ABDOMINAL  EXAMINATION,    DfSPEOnON  OP 
THE  ABDOMKS. 

It  13  well  to  eiqwse  the  abdomen  by  renH)ving  the  corset  and  all 
coDstrictiQii  about  the  waist.  A  sheet  should  cover  tiie  upper  |x)rtion 
of  the  trunk  to  tlie  waist  line;  anoiher  shwl  should  cover  the  lower 
extremities  and  hips,  tis  seen  in  the  accompan>-ing  illustrations. 

The  chief  value  of  inspection  is  to  determine  abnonnaliiies  In  the 
contour  of  the  abdomen.  We  are  to  observe  the  siae  of  the 
abdomen,  its  form,  llie  site  of  a  convexity  or  depression,  the  laxity 
or  tension  of  the  abdominal  wall,  the  retraction  or  distention  of  the 
umbilicus,  the  presence  of  linea  albicaiitcs,  pigiuenUitioiis,  distended 
veins,  hernia,  skin  diseases,  peristaltic  movements  of  the  intestine, 
pulsations  of  the  aorta  as  Mxin  through  t}ie  tliin  aUlominal  wall, 
and  fetal  ami  respiratory  movements.  \'ariations  in  the  contour  of 
the  abdomen  produced  by  tympany,  ascitic  fluid,  tumors,  and  thick 
perietes  are  reiulily  recogniTed  by  a  competent  observer. 

In  a  thick,  fatty  abdominal  wall  the  ab<lomen  is  flattened  and  the 
flank-H  protrude  and  sag  downward  when  the  patient  lies  on  her 
buck.    Great  transverse  folds  are  formwl.    {See  Plate  IN'.) 

Free  ascites  with  ihe  patient  in  the  dorsal  position  causes  a  buifj- 
!ng  in  the  flanks  »nd  a  finttening  of  the  anti-nor  abdominal  wall. 
With  chaiigv  in  position  of  the  patient  the  contour  of  the  alnlomen 
is  allcrcil.     (Sec  Plate  V.) 

In  ovarian  cysts  the  abdomen  is  irregularly  ovoid.  •  In  the  very 
lar^  cysts,  or  where  the  pedicle  is  long  and  the  cyst  is  freely  mov- 
able, tlie  abdomen  may  1>c  evenly  distended.  Wlien  the  abdominal 
vail  is  thin  and  the  cyst  lari;e  and  multilcK-ular,  it  is  sometimes 
possible  to  see  the  irregular  elevations  through  the  abdominal  wall. 
(Sec  PUtc  VI.) 

1^1^  uterine  fibroids  may  evenly  dlttend  the  ab<lomen,  but  more 
^cquently  cause  an  irregular  protul>emnce,  {See  Plates  VII.  and 
Vlll.)  In  interstitial  fibroids  tJie  abdominal  enlargement  is 
inclined  to  be  more  median  than  in  ovarian  cysts.    (See  Plate  VII.) 

In  excessive  distention  of  the  altdomen  the  skin  is  while  and 
shiny,  and  often  streaked  with  irr^ular  red  lines. 

(M) 
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PALPATION  OF  THE  ABDOMEN. 


The  abdomen  is  l>e$t  palputed  with  the  patient  in  the  dorsal 
|xwition.  Tlic  licail  and  v\ivst  if  devat*-!!  wil!  diminish  the  field  of 
exploration.  Wien  it  is  desired  to  note  the  effect  of  change  in 
position  upon  the  alxiominal  contents,  the  erect,  the  knee-elbow,  or 
the  lateral  position  may  be  assumed. 

Preliminary  to  all  abdominal  and  pelvic  examinations  the  bladder 
and  rectum  must  be  empty  and  all  constricting  bamls  of  clothing 
removed.  The  e.\aiuincr'.s  liand.i  should  be  warm  and  the  fiiiger- 
nuMs  cut  short.  Both  liamls  .should  l)e  n.se<I.  Tlicy  should  Im-  laid 
gendy  upon  the  uljdomcn,  the  pressure  steady  and  firm,  avoiding 
all  .sudden  antl  unexpected  movemenU.  The  patient  shnuhl  l>e 
instructed  to  breathe  quietly,  witli  the  mouth  open.  Her  attention 
may  lie  drawn  fnmi  the  examination  by  asking  (|uestioii3  concern- 
ing some  other  portion  of  her  body.  In  tills  manner,  with  thin 
and  rela.Ted  abdominal  walls,  it  may  be  possible  to  palpate  the  I 
projecting  vertebrrc,  the  posterior  wall  of  the  pelvis,  the  promontory 
of  the  sacrum,  and  the  pulsating  aorta. 

Thick  and  tense  alxiominal  wall.-;  may  prevent  .satisfactory 
palpation  of  the  abdomen,  thereby  necessitating  an  amesthetic. 
Verj'  often  by  care  and  patience  the  tendency  to  contract  the 
alxiominal  walls  may  be  overcome  without  restarting  to  amej^thesia. 
Rememl>cr,  that  it  i.s  po.ssible  to  do  harm  by  rupturing  cullection^ 
of  blood,  cysts,  anil  abscesses,  and  by  exciting  a  limited  or  lateot 
inflammation. 

For  convenience  of  description  the  abdomen  may  be  divided 
into  quadrants  (Fig.  2).  These  are  named  respectively  the  right 
up|xrr.  the  left  up[K-r,  tlie  right  lower,  and  the  left  lower  quadrants. 

Ilcforc  determining  the  nature  of  a  swelling,  it  is  necessary  to 
identify  it  cither  as  growing  from  the  jiclvis  or  from  the  abdomen, 
and  to  demonstrate  its  relation  to  the  viscera  and  the  alxiominal 
wall. 


I 


I 
I 


FALPATIOS  OF  TUB  JiBDOXES 

It  ii  well  to  follow  iL  routine  system,  beginning  below  and  pro- 
eectling  tipwani.  If  the  preliininarr  step  of  emptying  the  bl3<UI<>r 
ftDil  boweJH  is  Uikeii  there  shotilil  l>e  no  tiHifiiNioii  with  a  f<'<-Hl  tiitiior 
and  distended  blaiUIer.  Seasiliveness,  tension,  thickness,  and  con- 
sistency of  the  abdominal  wnll  arc  noted  by  systematically  palpnting 
symmetriutl  parts  and  comparing  them.    No  considerable  pre:ssure 


rni.  1 


need  l>e  exerted  in  fU-tennining  tliew  fact-s.  Wlieii  MMisItivenexs  is 
determined  we  are  to  carefully  distinguish  l»ctwcen  nervous  irri- 
tability and  inilankniation.  When  deep  pressure  is  tolerated  in  the 
pre^nce  of  supcrfinal  teiKlcnicss,  iuHummaiion  am  l>e  ahnnst 
suri'ly  excluded.  .All  tumors  of  the  alKlorninal  wall  move  with  the 
wall,  and  may  be  lifted  up  with  il.    The  eutniectiou  of  u  tumor 
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with  the  skin  is  recdRnized  by  inability  to  lift  the  skin  apart  from 
till*  tumur. 

All  intnii>L'ritoneiiI  cumins  and  viscera  move  with  re.'q>tration ; 
the  nearer  the  diaphra^nn  the  greater  the  exeunsioii.  If  the  oi^au 
or  tiimnr  is  iidliorent  or  U  ini-jirceratwl  the  excursions  will  be 
Jimited.  Tlie^tf-  isotlironuns  wspiratorj'  movements  are  readily 
rtTogniKeil  by  tlie  hanri,  uiid  luider  favorable  eontlitions  may  Iw 
recognized  by  inspection.  \n  organ  or  tumor  lying  underneath 
the  peritoneum,  if  protnidiug  into  tlie  jK'ritonrjil  c-avity,  may  be 
afTet-ted  by  respiraton*  movements,  yueh,  for  exiLmple,  is  the  ca-w 
with  a  movable  kidney  and  a  pedunculated  subserous  fibroid.  All 
tumors  arising  in  the  pelvis  tend  to  grow  upwanl. 

The  contour  of  the  swelling  and  its  ronsistency  are  determined 
by  palpation.  It  is  important  to  recognize  periodical  alterations 
in  consistency  in  connection  with  the  (lifferential  diagnosis  between 
pelvic  and  alHluniiiiul  swellings  and  a  pn-giiaut  uterus.  No  swell- 
ing other  than  a  pregnant  uterus  contracts  intermittently.  The 
softening  of  a  tumor  speaks  for  a  ilegeneratlve  process.  Wlien  the 
swelling  is  deep-seated  or  the  abdominal  wail  thick  an<1  tenae,  it 
may  W  impossible  lo  determine  the  consistency  and  contour  of  tiic 
swelling.  Fluctuation  is  best  .detected  by  percussion  assoclaterl 
with  |>alp»tion,  and  when  elicite<l  speaks  for  (he  presence  of  fluid. 
According  to  (he  readiness  of  resjjiHise  to  impulse,  we  may  judge  to 
some  extent  of  the  consistency  of  the  fluid-  The  examiner  is  often 
at  a  loss  to  decide  whether  or  not  Huiil  is  present.  Tense  cj-sts 
may  not  fluctuate,  and,  on  the  otJier  hand,  soft  tumors  may  appear 
to  Buctuate. 

The  connection  of  the  swelling  with  other  tumors  ami  vi-scera 
may  be  determined  by  palpation.  The  e.\acl  location  of  the  tumor 
is  noted,  and  by  palpation  is  often  traced  to  a  particular  organ. 
By  changing  the  position  of  the  patient  we  may  gain  ad^litional 
information  regarding  the  attacliment  of  the  swelling.  Spencer 
Wells  has  [minted  out  that  non-adherent  pedunculated  tumors  of 
tlic  pelvis  gravitate  into  the  alxlomiiial  cavity  when  the  knee-clH»t 
position  is  assumed. 
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Tufc  ulxInnHni  is  ln'st  |«frcu«**l  with  tiie  |>iitif[)t  in  the  liorsal 
pcKiitiuii.  Wlicn  it  is  desirwi  tn  iIoinoiLstruti;  by  pcix-ussion  the 
change  in  position  of  a  tumor  or  fluid  the  patient  mny  assume 
r[H|tiirc4l  posititm. 
?inec  the  normal  percussion  tone  of  the  ah«lomen  differs  acconl- 
ing  to  the  contents  of  the  stomach  ami  Imweis,  the  results  obtained 
by  percussion  are  not  ahogether  reliable.  The  normal  range  of 
motion  in  tlie  alMJuminul  and  [lelvic  vi<4cera  ab*o  adds  to  the  un- 
certainty of  the  (lonchislons  arrived  al  hy  [K^rciirwioit.  Fnrthennore, 
we  cannot  compare  the  percus.sion  note  on  corresponding  sides,  as 
is  done  in  pereiissing  the  chest.  Percussion  is  to  be  reganlcol  as 
an  auxiliary  lo  palpation. 

In  proceeding  it  is  well  to  go  over  the  entire  abdomen  in  a  system- 
atic manner  If  6rm  pressure  is  made  by  the  fingers  the  internes, 
unkss  atlhereiit,  will  l)e  pushed  aside,  and  the  underlyirig  organ 
or  tumor  can  l>e  <lirectly  |jemi.sscd.  Percussion  is  of  the  greatest 
value  ill  demonstrating  the  presence  or  absence  of  intestine  lying 
in  front  of  the  organ  or  tumor.  jVII  other  conditions  are  better 
elicited  by  palpation. 

By  reference  to  the  diagram  in  Fig.  186  it  will  be  aeen  that  in 
ascites  the  <luU  percussion  note  of  the  fluid  is  found  in  the  most 
dependent  jrartion  of  the  alxlomen.  and  the  tjinpanitic  note  of  the 
intestine  is  found  above  the  fluid.  Where  the  me-sentcry  is  short 
or  the  iKjwel  fixed  by  adhesions,  the  above  6ndings  are  not  elicited. 
If  gas  does  not  distend  the  intestine,  or  if  fecal  matter  Alls  the 
intestine,  the  tympanitic  note  Is  not  elifite<l  in  contrast  to  the  dull 
note  of  the  fluid.  Where  the  uacitie  fluid  greatly  distends  the 
abdomen  there  may  be  no  change  in  the  area  of  dulness.  Wliere 
there  is  a  small  uuioutit  of  ascitic  fluid  the  intestine  nmy  float  to 
the  side  of  the  alxlomen  and  gi%*c  a  tympanitic  note  together  with 
fluctuation. 

When  an  ovarian  cysl  (Fig.  187.)  distends  the  abdomen  the  pcr- 
cusfuon  note  is  dull  in  front  and  the  tympanitic  note  of  the  intestine 
is  found  low  in  the  flanks. 

(«) 
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CHAPTER    VI. 

AUSCULTATION  AND  MENSURATION  OF  THE  ABDOMEN. 

Auscultation  is  of  little  value  except  in  the  diagnosis  of  pr^ 
nancy.  Other  than  the  sounds  referable  to  the  foetus,  the  placenta, 
and  the  pregnant  uterus,  there  may  be  heard  over  the  abdomen  the 
maternal  heart  tones,  pulsations  of  the  aorta,  murmurs  of  abdom- 
inal aneurisms,  gurgling  of  gas  in  the  bowel  and  stomach,  and  the 
friction  sounds  caused  by  the  rubbing  together  of  rough  surfaces. 

The  patient  should  lie  in  the  dorsal  position,  with  the  legs  suffi- 
ciently flexed  to  relax  the  abdominal  walls,  yet  not  to  the  extent 
of  interfering  with  the  examination.  The  ear  or  stethoscope  may 
be  employed,  preferably  the  latter. 

The  uterine  bruit  is  not  to  be  mistaken  for  the  bruit  that  is  heard 
in  about  50  per  cent,  of  uterine  tumors  and  occasionally  in  ovarian 
cysts.  A  similar  bruit  has  been  heard  over  the  tumors  of  the  liver, 
spleen,  and  the  retroperitoneal  spaces.  No  such  sound  has  been 
heard  over  tumors  of  the  kiiiney. 

Heusuration  is  of  .some  importance  in  the  diagnosis  of  abdominal 
swellings.  It  finds  its  greatest  service  in  obstetric  practice.  It  is 
a  fairly  precise  means  of  determining  the  rate  of  growth  of  an 
abdominal  swelling. 

Exact  measurements  are  difficult,  Iwcause  of  the  variable  decree 
of  distention  of  the  intestine  and  the  shifting  of  the  abdominal 
tumor.  There  must  1k'  a  convexity  of  the  abdomen;  otherwise, 
comparative  meiLsurements  would  l)e  of  no  value. 

An  onlinary  tape-metLsure  will  aiLswcr  the  purjwse.  The  measure- 
ments to  Ik-  taken  are:  the  greatest  cireumference,  the  circumference 
at  the  level  of  the  umbilicus,  the  (lisUiiur  fntm  the  eiisiform  cartilage 
to  the  pubis,  from  the  umbilicus  to  the  anterior  superior  spine  of 
the  ilium  on  either  side,  and  the  distance  from  the  linea  alba  to  the 
spine  of  the  vcrtebne.  It  is  important  for  the  purpose  of  com- 
parison that  the  .same  position  be  assumed  in  making  subsequent 
measurements. 
(64) 


CHAPTER    VII. 

EXAMINATION  OF  THE  EXTERNAL  OENTTALfl. 

dwitai,  exahixatjon  of  tuk  internal  gksitala. 
Digital  Ex.\mlvation  of  the  Vagina. 
Cn«Ri\ED  Vaginal  Examination. 

AjtlJOMlNOVACINAL  EXAMINATION. 
DWITAL  EXAUINATION    OF  THK  RfXTI'M. 

Di«iTAL  Examination  of  the  Rladdrh. 

Peliuietky. 

TliK  ruutint'  practicf  of  ins|Hfting  the  external  pcnilals  is 
inncuessan*,  and  s!ii>u|il  tte  iliscuimteiiuneetl.  When  rei|uirc<l  tlic 
Sum  [Kjsitiuii  ur  the  unlinarv  lilhutuiiiy  ptuitiuii  U  assumvti.  Tlie 
duet  \s  ilrawn  alM)nt  Uic  hiwer  extreinitit^  ami  tiit'keil  ahout  the 
ntlva  iti  Mich  n  iitaiiner  an  to  make  the  least  jK>.H.sil>le  exj^tHure. 
IV  labia  arc  held  a[Mirt  by  the  thtitnh  nm!  index  finger  for  the 
inspection  of  the  vestibule,  urethral  opening,  hymen,  and  |)erineum. 

When  pinorrhtpu  is  Rus|ieeteii  the  urethra  and  Harthcilincttn 
gUiwl'*  should  be  itispcelwl,  Wlieii  thtr--*  slruetiires  are  infected, 
mul  pjiriii'ularly  if  pus  i-nii  Ik-  exjiresse*!  from  the  urethra,  the  diug- 
noAS  of  gonorrhoea]  infection  amounts  to  a  moral  certainty. 

Recent  injuricji  should  l»e  in-spected,  but  long-standing  injuries 
tt)  llir'  |]clvir  flour  fnn  be  detcctetl  aiul  a  fair  e.«)tiniate  of  their  extent 
gained  from  the  sense  of  touch  alone. 

iVIatfonnations,  pigmentations,  varix,  trdema,  and  all  the  new- 
foraiatious  should  be  examined  by  direct  inspection. 


DIGITAL  EXAMINATION  OF  THE   INTERNAL  GENITALS. 

The  hidden  [ictilioit  of  the  internal  genitals  makes  it  neees-sary 
14  euminc  them  tlimugh  one  or  mure  of  the  nattinil  oiK-nings^ 
*■(.,  rectum,  bladder,  and  vagina,  t^ntil  the  end  of  the  eighteenth 
century  the  vaginal  mute  was  the  only  one  used  for  such  exami- 
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nations.  Little  poogress  was  made  in  the  diagnosis  of  disea^ws  nf 
tlic  internal  genitAl  organs  until  the  introduction  oF  combined 
tnethods .  uf  examinittion  were  intriHlnced  bv  M.  Puzos,  in  the 
eighteenth  century,  and  resnved  and  elaborated  by  Sir  James  Y. 
Simp»uii. 

By  the  eombineil  examination  we  have  the  only  means  of  det«r^ 
mining  the  size,  |>osit!on,  consistency,  mobility,  sensitiveness,  and 
relations  to  the  pelvic  organs. 

Digital  Examination  of  the  Vagina.    This  is  matle  with  the  I 
jKitient  in  (he  Sims  or  lithoUiiiiy  position,  rarely  in  the  erect  or| 
knee-chest  jxisition.     Wien  (he  bare  hand  is  used  it  should  be 
scrubbed  with  soap  and  water  and  disinfecteii  witli  lysol.     The 
most  elegant  lubricant  for  the  examining  finger  is  »<'cnted  green 
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soup.  Vaaelin  is  not  ileairable,  because  of  llie  oijur  from  lite 
secretions,  which  clings  to  the  fingers  in  spile  of  vigorous  scrulibing. 
In  an  ordinary  rligital  examination  of  the  vagina  it  is  unneccsmy 
to  ex|>osc  the  viilvii;  the  examination  may  1m'  made  !n  n  perfectly 
satisfactory  manner  under  cover  of  u  sheet. 

It  should  be  the  invariable  practice  of  physicians  to  wear  a  thin 
ndiljer  glove  or  fiiijifer-cot  (Fig.  3)  in  making  vaginal  ami  rectal 
exainimitions.  This  is  done  not  only  iw  a  matter  of  cleanliness 
in  preventing  septic  infection  of  tlie  genital  organs,  but  as  well  to 
prevent  uifection  of  tlic  examining  finger.    A  wcll>known  authority 
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right  hand,  and  Uic  left  side  with  tlie  left  hand.  In  the  early 
experience  of  the  examiner  it  is  l>est  to  cuhivate  the  sense  of  touch 
in  a  single  hand,  and  in  later  years,  as  theiv  are  opportunitie-s  for 
more  experience,  either  hand  may  be  used,  with  equal  expertness. 

Shall  One  m  Two  ringers  Be  Used  in  Distal  Examinations  of  the 
Vagina?  \Miere  two  fingers  ran  \tc  intro*liieeil  wiihniit  discomfort 
to  the  patient,  the  two  will  be  fouml  more  effective  tlian  one.  lu 
order  that  the  fingers  may  be  in- 
troduced sritli  the  least  possible 
annoyance  to  tlie  patient,  the  labia 
are  separated  by  the  thumb  and 
imiex  fitiger.  The  middle  finger 
of  the  opposite  hand  is  insertwi 
into  the  vulvar  opening,  with  llie 
palmar  surface  resting  upon  the 
prrineuin.  Finn  pressure  is  made 
by  the  finger  upon  the  perineum. 
The  vulvar  outlet  it  thereby  deep- 
ened, and  into  it  the  index  finger 
can  be  readily  inserted.  The  two 
lingers  are  now  passed  into  the 
vagina,  making  firm  pressure  upon 
the  perineum  and  avoiding  pres.s- 
are  upon  the  cliloris  and  urethra. 
When  tlie  fingers  are  fully  inserted 
the  palm  of  tlie  han<l  is  turned 
ttpwanl.  When  the  vulvar  outlet 
is  small,  the  mucosa  sensitive  or 
the  h}'men  intact,  a  single  finger 
ibould  be  employed.  Where  pain 
is  caused  by  inserting  tlie  finger, 
it  15  well  to  ask  the  patient  to  bear 
ilm-n  while  the  examination  is 
bring  made. 

The  following  ciuiditions  are  determined  by  a  simple  vaginal 
eitamination:  the  size,  form,  and  p*>sition  of  the  vulva,  vagina, 
&Dd  vaginal  portion  of  tbe  cerxix;  liie  condition  of  tlie  li^men, 
whether  present  or  absent,  perforate  or  imperforate;  the  integrity 
of  the   pelvic   floor;   the  presence  of  new-growth.s  in   the  vulva, 
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vagina,  ami  vaginal  portion  nf  Uip  cervix;  sensitiveness  ami  fulness 
in  thi;  v»ult  of  the  voginii  nm]  the  rapacity  nf  the  [H'lvic  nutlfl. 

The  knee-chest  p<)sition  is  especially  liswi  wlicii  it  is  desired  to 
do  tiway  with  intra-alitloiniiial  pressure  for  the  purpase  of  per- 
mitting the  utcnis  ami  freely  muvahle  pelvic  tuniors  to  rise  out  of 
the  small  pelvis. 

The  erect  iKwitioii  Is  practLwd  chiefly  vn  determining  the  di^ree 
of  prolapsus  of  the  uterus. 

After  concluding  tlie  examinntinn  tlie  finger,  is  withdrawn  and 
the  secretion  on  the  linger  inspected. 

The  Combined  Vae:inal  Examination  (Bimanual).  The  advan- 
tages of  a  combined  examination  over  a  simple  vaginal  or  rectal 
examination  are  evident.  The  combined  mellHxl  niiiy  1h*  n-gardcd 
as  the  most  valluihU-  of  all  physical  explin-alirdis  <)f  iJie  pelvi.s. 
Various  combinations  may  W  utilized,  they  being  designated  as 
alMloMiiimvaginal,  abdominoreetal,  alMlominovesiral,  idxlomuK^ 
vesicovaginal,  alKlominovcsico,  ami  rertovaginal. 

As  preliniinaPp- steps  to  the  exumi nation,  the  hlaiJder  and  rectum 
are  empti«l,  all  clothing  is  made  loose  about  the  waist,  and  the 
patient  plitced  iii  the  lillmtiirny  i«>sitiini. 

Abdominovaginal  Examination.  In  order  that  tliis  method  of 
examination  be  properly  |H^rforiueil,  Uie  vagina  must  l>e  patent  luid 
itB  walb  relaxed.  Furthermore,  it  is  e^^sential  that  the  alMlominal 
walls  \w  sufficiently  thin  anil  relaxed  to  permit  of  depraisioii.  Wliere 
there  is  much  fat  in  the  alxtonnnal  wall,  a  [>endiiIons  abtlomon, 
or  tenderness  and  pain  on  prvssure.  little  or  nothing  can  be  accom- 
plished by  this  method  without  the  old  of  on  onicsthetic.  In 
e.xtreme  elongation  of  the  vagina,  and  when  (here  is  an  cxces.sive 
deposit  of  fat  in  the  external  geniUiLs  and  tliighs,  it  may  be  impoA- 
sihle  to  palpate  high  in  the  vault  of  the  vagina. 

Tlie  liimainnd  examination  is  Ix'st  performe*!  in  the  litliotomv 
or  dorsal  jxisitjon,  with  the  lhigh.s  slightly  Hexed.  Little  can  be 
gainei]  from  such  an  examination  with  (he  patient  in  the  erect  or 
kncc-chest  position.  The  side  positions,  while  awkwani  and  ill- 
adapted  for  general  use,  are  of  spcciid  sen.'ice  in  testing  the  motility 
of  the  [»elvic  viscera  and  tnmf)rs. 

All  that  has  been  said  in  describing  the  digital  examination  of  the 
vagina  concerning  the  choice  of  hands,  the  use  of  one  or  two  fingers, 
and  the  manner  of  introduction  of  the  fingers,  will  apply  tu  tlie 


EXAJfutATiox  OP  nm  nrrERNAL  fruirTTALs 


71 


Efoerl  metlicKl  of  examinntinn.  The  function  of  the  ham]  upon 
(lie  abdomen  is  to  stead v  the  pelvic  oi^ns  while  being  paliMitnl  hy 
thf  fingrrs  in  the  vagina.  A  rompletc  outlining  of  the  pelvic  viscera 
hs  tlie  external  hand  is  not  possible,  conse<pientl)'  light  pressure 
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fa  all  that  is  re<juired,  and  lia;!  lln-  advanliige  of  not  exciting  the 
aUloniinuI  muscles  Ui  ronrrart.  The  tip.s  of  the  (ingers  are  directwl 
towani  tlie  ensifomi  curtilage  and  gnulually  made  to  cotnprt^ss 
iLr  abdominal  wall  at  a  variable  [K»int  above  the  symphysis  pubis. 


Pia.  > 


Ftant  view  of  tttatf  poclllon. 


With  a  (hin,  flaccid,  abdominal  wall,  and  in  the  absence  of  lai^ 
»'cUing!i,  the  extenial  and  internal  fingers  may  be  approximate*! 
in  front  of  tlie  uterus  witli  only  the  vaginal  wall,  the  bladder,  and 
Uie  abdominal  wall  intervening.    Under  most  favorable  conditions 
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the  fingers  may  Iw  shnilarly  ajipritvimattti  Ix-hind  the  uterus.^ 
I>ifting  the  vitems  for«-arJ  and  upward  by  tlie  finger  in  the  vagina, 
the  utenis  may  l>e  piilpati'd  over  (he  entire  surfure  of  its  liody,  and 
at  the  same  time  the  vaginal  and  supravaginal  surface  of  the  cervix  1 
may  l»e  outlined  by  the  finger  in  the  vagina.  In  anteversion  of' 
tlie  uterus,  the  anterior  surface  of  the  uterine  body  is  best  pal|)atedl 
by  the  finger  in  the  vagina,  and  the  posterior  »urface  by  the  external ' 
fingers.     In  ret ru vers! nnexion  Uie  posterior  .surface  of  the  utenis 
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is  beat  palpatei]  by  the  finger  in  the  vagina  and  the  anterior  surfacv 
by  the  external  fingers.  When  the  uterine  boiiy  is  enlarged  it  tnav 
l>e  readily  outlineil  in  the  eonjoinetl  exaniitiatton  without  elevating 
the  uterus  by  pressure  from  Ix-low. 

Uniier  favorable  eonditions  it  is  possible  ti»  determine  the  position 
of  the  uterus,  tts  size,  form,  sensitiveness,  consistency,  and  mobility. 

No  manipulating  should  lie  done  until  the  po<ution  of  tlie  uterus 
is  determined,  and  this  is  largely  aecomplisluxl  by  vagiDii)  tuiteh. 
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Pressure  by  tb«  examining  Gngeni  may  correct  or  exu^^mte  a 
nmlpMisiliiiii  nf  iIk'  iitenis.  A  prelimiiian.'  vaginul  examinntion  will 
scire  to  eliminate  such  errors.  For  details  of  the  luethod  of  exami- 
nntion in  ilixplacenients  of  the  uterus  see  Chapter  XX III. 

The  Fallopian  tu1>e.s,  under  ortUnary  c-onditions  of  health,  cannot 
be  palpated  in  u  combined  examinntion.  Wiih  conditions  most 
favorable,  in  which  the  abdominal  walls  are  thin  and  n-laxed,  the 
va^nal  walLi  distensible,  and  llie  tul>es  in  their  normal  position,  it 
i-t  {KiKsible  In  jNilpate  the  normal  lubes;  they  are  then  felt  as  thin, 
round  cords  which  roll  between  the  examining  fingers. 

'I^  normal  ovaries  are  palp»t<*d  with  ilifBeulty,  ami  are  rceng- 
niwd  by  their  position,  sijie,  form,  and  sensitivencw.  TTie  ovarian 
Ggament  Li  seldom  fell. 

The  pelvic  peritoneum  ami  eelhilar  tissue  .thould  be  explore*!  as 
far  u^  possible  to  di.sc«ver  undue  seimitiveness,  eiratrieial  eontrae- 
tioiis,  inflammatory  exudates,  tumnr  furmtttton.t,  am)  fiille(*tioiLs  of 

lrf(.Oll. 

The  rectum  on  its  anterior  wall  may  Iw  explored  through  the 
Tigina  and  something  learneil  of  its  sensitivene&s,  inflammatory 
Infiltmtions,  foreign  growths,  and  Hstulous  openings.  More  satis- 
fu-tury  is  the  reeluvuginul  method  of  e.\amination. 

Tlie  base  of  the  bladder  tnuy  \te  palpnte<l  tlirough  the  anterior 
vaginal   wall.     Tumors,  ealeuli,   inflnmmator}'   iniilt rations,   new- 

iwIIls,  and  lenilerne>«  from  whatever  (-aii.se  van  lie  drteTmIu(*<l 

itli  some  degree  of  satisfaction. 

A  rough  estimate  of  the  capacity  anri  deformity  of  the  bony 

Ivis  can  be  made  by  ihe  combined  method. 

Tlie  {jhdomiiiovQginal  examinalion  is  of  greatest  service  in  the 
•lifferential  diagnosis  of  pelvic  tumors.  By  the  combined  method 
ilieir  size,  form,  consustency,  rate  of  growth,  relative  position, 
mohility,  and  n'latioii  t<»  <ither  .stnu-turcs  tin*  deterinini'ti.  When 
tkp  tumor  is  large  and  in  the  abdominal  cavity  the  method  nf 
Schnltze  may  be  employed  with  advantage.  In  uihlition  to  tlie 
eustomar)'  bimanual  examination  an  a.'uistnnt  draws  the  nlxlotninat 
tumor  upwanl  while  traction  is  made  upon  (he  cerv-ix  with  a  vul- 
seOuni  forceps.     (See  Plate  X.) 

Tlie  tumor  may  so  closely  press  upon  the  uterus  or  he  so  closely 
ndlii-rent  to  it  that  a  line  of  distinction  iK'tween  the  two  cannot  be 
rpcogniM«l  by  the  examining  finger.    The  variations  in  consistency 
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and  fonn,  together  with  the  use  of  the  uterine  sound,  may  detcp- 
raine  tin*  relalioiis.  Swellings  of  the  lubes  and  ovarie.'*  are  at  first 
to  l»e  difFt-n^iiiialet!  from  the  uterus;  but  laitr,  hs  tbey  increase  in 
Atx  and  bccomr  duplarcd  W'htnil  or  to  the  si<le  of  the  utcni5,  they 
may  be  recogjiiaed  with  difficulty.  Likewi^  pelvic  exudates  may 
intimately  blend  willi  the  uterus.  Frequently  IvKlies  apparently 
immovublv  in  one  position  may  Iw  movable  in  another. 

Examinalion  undrr  nara}»ijt  ha.s  many  advantages.  KcIIv  lays 
down  the  following  nile.s  for  the  us<c  of  anjesthe:iuiL  in  the  diagnosis 
of  discuses  of  women: 

1.  Where  doubt  exists  after  tin-  onlinar)-  bimanual  examination. 

2.  Wiiere  a  patient  (xmiej*  tu  a  5[)eciulist  after  having  had  treat- 
ment for  n  long  time  at  other  hands  without  improvement. 

:j.  In  all  vu^es  of  pelvic  |XTiloiiitis  involving  one  or  both  ovaries 
or  tul)e«  without  pnMliieing  any  gross  tunmr,  the  use  of  the  anies- 
thelic  is  to  find  out  the  extent  of  the  dif^eas*^ 

4.  Always  in  unmurried  women. 

Nitrous  oxide  will  ser\-e  admirably  in  the  majority  of  cases. 
When  the  c.xaminution  muiil  be  prolonged,  us  In  the  use  of  the 
cystost-fjpe  or  eurette,  either  t'lilnrofnnn  nr  ether  should  l)e  used. 

ll  should  he  a  rulr  to  which  therr  are  no  rxtrjiimim,  that  ajter  the 
patient  ijr  ashcp  and  brfarc  the  oprraiion  i^  begun  a  thorough  bimanual 
examination  should  be  made. 

Under  ana'sthesiu  a  higher  rearh  may  l>e  gained  bv  iniHiginfUing 
the  pdvic  jlof}T.  This  i.-i  in.(.-uiiipli.'*lie«l  by  making  firm  pressure  u|H>n 
the  vulva  ami  perineum  with  the  examining  liaml.  In  so  doing  s 
gain  of  one  to  two  and  n  half  inches  may  be  made.  Addilionat 
pre.-wure  rniiy  Ixt  mnile  by  supporting  the  elliow  of  the  ejiaminiug 
arm  against  the  hijt  and  throwing  the  weight  of  the  Ixxly  against 
the  arm. 

Digital  Examination  of  the  Rectum.  In  }H>in(  of  eiBrary, 
digital  u'Xiuniiialii.in  of  tht-  R-iiiiin  and,  tlirough  the  rectum,  of  the 
pclvie  slnicture-8  ranks  next  to  the  vagirud  metluHl.  and  in  some 
conditions  is  to  be  preferred.  In  all  difficult  and  obsenre  vaginal 
exominntions  a  rectal  or  nrctovaginal  examination  sliouUi  lie  matle. 

(a)  The  Simple  Rectal  Touch.  When  for  any  rea<«)n  a  iljgital 
examination  of  the  vulva  eannot  or  should  not  be  made,  the  intenial 
genital  organs  must  be  examinei]  per  rectum.  Such  comlttions  arc 
a  congenital  or  ouiuired  absence  of  the  vagina,  a  narrow,  shallow 
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vap'iui,  inversion  of  the  iitiTiis,  vagiiusniiis,  ami  virgins  wiih  an 
bUwl  hymm.  A  rwtiil  i-MiiiiinattoM  i.-*  (if  special  advnntage  not 
oitiv  when  the  va^iniil  pxiiuiination  is  precluded,  Imt  in  all  lesions 
ill  the  rrctoviLginal  space  Inng  on  ilie  posterior  pelvic  wall. 

Tlic  position  of  the  patimt  .ihoiiM  Im?  the  litliotoniy,  knee-elbow, 
or  the  Sims.  One  nr  two  finjreiN  and,  under  unirsthesla,  the  whole 
banil  iiiav  be  tised.     In  jia^iiiig  the  finger  into  the  re^-tuiu  the 
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runiHtjr  of  the  sphincter  i^  noted.  Fissures,  palyp»,  hemorrhoids, 
awl  new-fomtatioiis  are  dete<4*-«l.  Tlmiu^h  the  anterior  wall  of 
the  miiiiii  are  felt  the  jMisterior  vaginal  wall,  the  tvrvix,  and  part 
or  all  of  the  (Kwterior  surface  of  the  litems,  the  l»«se  of  the  hrowl 
IiViinienLs,  fre(|uently  l!ie  1nl)e.s  and  ovaries  when  enlar^l  anil 
pmlapsed,  and  tlir  uterosacral  li^menLs.  Tlmiii^^li  the  posterior 
wall  of  the  re^tuiu  are  felt  the  sacrum  and  axcyx.  Because  of  the 
thinner  and  more  distensible  bowel  wall,  the  .structure»  occupying 
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the  posterior  segment  of  the  uterus  are  more  easily  reacliw)  through 
the  rectum  than  through  the  posterior  vaginal  vauh.  The  cervix 
projecting  backward  U  not  to  be  mistaken  for  the  b<xlv  of  the 


uteni.s. 


(b)  AbdominorMtal  examlnatioo  (bimanual)  is  a  method  carrietl 
out  in  gvntrnil  us  is  the  aUluuiiiiuvagiual  examinatiun.  In  virgins 
with  an  intact  hymen  it  is  the  metlKxl  of  choice.     All  conditions 
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B*c<*l  ruualiMtlon  wlUi  tntcUon  upon  th»  cervix  by  •  ralBcIl*  fonviw. 


recognized    by   a   .simple    vaginal   examination   are   more   cleariy 
palpated  by  the  combinei]  method. 

The  examination  may  la-  emharras^seil  by  colls  of  intestine 
M'etigeti  into  the  ful-ile-sac  of  Douglas.  UTicre  such  (Hfticulties 
exist  and  the  bowels  are  not  adherent,  they  may  be  dis{>laced  by 
placing  the  patient  in  the  kner-(-he>;t  |)osltion.  A  Sim.s  speruhim 
bt  iiisertnl  into  the  bowel,  allowing  the  air  to  rush  in  and  Ixalloon 
the  rectum,  when  the  bowel  will  fall  forward  out  of  the  eul-de-sac. 


uf  ih*  Ii^  hknil  !■  Inavrlnl  lnu>  tlti>  tii|(liiji.  ■iitl  itio  icuIpi  flngwr  into  lb«  mctiun. 


Titr  vulsella  forceps  are  held  by  un  assistant  white  Uio  o[H'r»tor 
makes  the  exuiiiinatioii.  No  greiit  ainoimt  of  force  .shoiiUl  be 
applitn)  t(i  itir  nU-nis  for  fear  tif  tearing  iullie.sion.s. 

(r)  AbdominovaffinoTcctal  exftmln&tioiu  are  seldom  called  for. 
While  effective,  they  are  unplea-sant  to  patient  aud  physician. 
The  fiii]^r  shoulil  never  Im>  withdrawn  from  the  vagina  and  inserted 
into  the  rectum  witliuut  cleansing. 
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Digital  oxatninrttion  of  ihe  Iilailder,  either  simple  or  comViined 
with  vaginal  ami  ulHlominal  nietltcids  (ubduminovestrul,  alKJdiiiiniK 
vesicovaginnl),  will  not  be  considered.  The  inrt)io«i  lias  been 
repine*^!  l»y  other  more  efficient  and  les.s  olijeclionable. 

Pelvimetry.  It  is  .seldom  thai  |jelvic  measurements  arc  taken 
of  u  ^vi  I  wo  logical  ease.  This  is  hut  iiii  evideiit-e  of  tlie  illogieut 
separation  uf  olxstetncs  and  gyneeology.     Not  a  fen*  of  tlie  jkIvic 


fn..   11 


/ 


VoMloom'tel  euiiafiuitlon.    A  ■oniiil  U  P)wmh1  IdUi  IIiv  lilmlUrr  uiiJ  tlip  iai\r%  tittgrt  Into 
Iho  rcctiun.     In  tlii*  mitiiii'i-f  Ihc  inrroFiKw  ui  «b(iciH-i-  ul  llip  ulrriu  19  ilrlrriitinci]- 


Icfdons  are  the  result  of  defoniiilies  of  the  Ininy  {lelvis.     For  a 
detailed  liesc-nptiun   of   (he   deformities  of   the   pelvis  and    their 
measurenientji  .see  lext-lKxiks  on  ott^itetrics.    For  praHieal  purposes  J 
the  iiiea.suremeiil.'H  !»ejween  the  anterior  superior  »])lnes  of , the  iliiun,  " 
Ijetween  the  trm-liarilcrs,  Inrtween  the  widest  points  in  the  errat  uf 
the  ilium,  and  Baudeloc^ lie's  diameters  art^  all  that  ure  required. 


CHAPTER  VIII. 

THE  VAGINAL  SPECULUM. 

For  direct  inspection  of  the  vagina  the  speculum  is  used  both  in 
diagnosis  and  treatment.  For  diagnostic  purposes  it  has  a  hmited 
field  of  usefulness;  <ligital  exploration  will  alone  serve  the  purpose 
in  a  large  proportion  of  cases. 

TTie  lithotomy  position  is  the  one  of  choice.  The  rectum  and 
bladder  must  be  emptied.  Before  intnMluciii<^  the  .speculum  a 
digital  examination  of  the  vagina  should  be  iiia<le  t()  locate  the 
cervix  for  the  purpose  of  knowing  the  proper  direction  in  which  to 
direct  the  speculum  in  exposing  the  cervix. 

The  varieties  of  specula  in  common  use  are  the  Sim.s,  Simons, 
bivalve,  and  tubular. 

Sims'  speculum  is  used  with  best  advantage  in  the  lateral  position 
of  Sims.  The  vaginal  outlet  is  spread  open  by  the  thumb  and 
index  finger  of  the  left  hand,  while  the  right  hand  introduces  the 
speculum.  The  blade  is  pas.sed  Ixrtween  the  fingers  spreadiug  the 
vulva,  and  is  allowed  to  glide  over  the  perinetnn  into  the  vault  of 
the  va^na.  With  the  placing  of  the  .speculum  the  air  nishes  into  the 
vagina  and  balloons  it.  In  this  manner  a  direct  inspection  of  the 
visual  mucosa  is  made  possible.  Firm  and  sternly  traction  is  made 
backward  upon  the  perineum  in  exposing  the  cervix.  The  Sims 
speculum  was  originally  used  in  the  knee-elbow  position,  but  is  now 
almost  invariably  used  in  the  Sims  or  left  lateral  posture. 

When  the  vagina  is  deep  and  the  walls  relaxed,  in  addition  to 
the  speculum,  it  is  essential  to  use  some  sort  of  a  depressor  with 
which  to  expose  the  cervix  by  holding  the  walls  of  the  vagina 
apart. 

When  the  cervix  is  directed  backwanl  and  Is  not  readily  exposed 
to  view  it  may  be  hooked  by  a  tenaculum  and  drawn  forward. 
Such  manipulations  must  only  be  carried  out  under  the  guidance 
of  the  eye  or  finger,  for  fear  of  hooking  the  vaginal  wall  instead  of 

the  cervix. 
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Simons'  .s|}n'ii)iirn  in  a  device  not  unlike  that  of  Sims',  having  a 
single  sptKiii  instead  of  two.  It  has  an  advantage  over  Sims' 
speculum  in  that  there  is  no  second  handle  to  interfere  with  the 
manipulation  of  the  instrument. 

A  cuinl>ination  of  spoons  of  various  shapes  and  sizes  adjusted  to 
separate  handles  was  devised  by  Bozrman  and  others. 

For  the  purpixse  of  exposing  the  cervix  the  lateral  walb  of  the 
vnpna  may  n-qiiin*  retraction. 

The  bivalve  speculum  is  in  general  use.  though  inferior  in  every 
respect  to  the  Sims  and  Simons.  Cusco's  lateral  modification  is 
simple  and  easily  nmnipulatpfl. 

The  instniMKMit  tnnisists  of  two  hiades,  taking  the  form  of  n 
beak.  The  articulated  outer  end  is  manipulated  by  a  screw  wliicli 
.^ipreuds  the  valves  to  an  acute  angle.  The  instrument  la  closed 
and  inserlwi  by  its  smaller  diameter,  ami  when  inserted  the  instru- 
ment i.s  turnifd  so  that  the  .screw  ]x>ints  towanl  the  [lerineuin.  .-Vs 
the  blades  arc  sepnmlcd  they  tend  to  di.itend  the  vagina,  and  the 
cer\'ix  engages  between  the  bla<ies.  The  great  objection  to  this 
instrument  is  that  (he  anterior  and  posterior  walls  of  tlic  vagina 
are  obscured  \>y  the  hlailes.  ami  the  traction  upon  the  vaginal 
walls  separates  the  lips  of  the  cer\*ix  to  an  unnatural  degree.  The 
one  great  advantage  ix  the  fact  that  it  is  a  self-rctoining  S))ecu1um, 
requiring  no  assi.stuiil  to  hold  it. 

In  witbdraftHng  the  instrument  care  mxist  be  exercised  for  fear 
of  catching  folds  of  the  mucous  membrane;  the  instrument  niu.st 
be  wilhdrawn  slowly  and  the  screw  gru«)ually  loosenwl  a.';  the 
speculum  is  retracte<l. 

The  tubular  speculum  is  seldom  used.  It  is  made  of  metal,  wood, 
celluloid,  glass,  or  vulcanite,  ami  may  l>e  introduced  in  the  lith- 
otomy, knee-ch&st,  or  Sims  position.  It  can  r>tdy  expose  the  cervix, 
and  this  1.4  done  with  difficulty. 

The  self-retniuing  .speculum,  composnl  of  a  spoon-like  blade 
and  a  weighted  handle,  will  he  found  of  the  greatest  ser\'icc  in 
making  an  exploratory  curettage  and  in  excising  pieces  from  the 
cervix. 

Currier's  weighted  self-retaining  speculum  with  two  adjustable 
bhulejt  is  an  admirable  device. 

Too  much  einpha.'iis  cannot  be  place<1  u|¥>n  the  necessity  ol 
surgicai  c]eaulinej»  in  the  use  of  vaginal  s[Hrula. 
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Some  operators  who  scrupulously  sterilize  all  instruments  intended 
to  be  introduced  into  the  uterus  carelessly  use  a  speculum  after  little 
or  no  cleansing.  Gronorrhoeal  infection  is  frequently  transmitted 
in  this  manner. 

To  fail  to  sterilize  the  vaginal  speculum  before  using  is  criminal 
D^igen<%. 


CHAPTER   IX. 


THE  VULSELLA. 


Traction  upon  thp  rrrvtx  is  inaili*  with  the  vulscllft  for 
Wlien  the  litems  ami  its  attiiohmviits  arc  in  a  normal  [Xisition 
cepvis  can  be  (Irauii  almost  to  tlie  vulvar  outlet.    Little  or  no  pain 
is  caused  by  the  grasp  of  the  forceps  upon  the  cen*ix. 

A  vaginal  .speculum  neeii  not  iiewssarily  be  used  in  grasping  the 
cen*L\  with  the  vulsella  forceps;  the  finger  may  be  usee!  as  a  guide. 

As  an  aid  to  diagnosis  the  x-ulsella  forceps  are  u«ed  to  make 
traction  upon  the  uterus,  bringing  it  and  adjoining  stnirturKt 
within  easier  re^ch  of  the  ejcamining  finger  in  the  vagina  or  rectum. 

In  determining  the  relation  of  large  tumors  and  swellings  to  the 
uterus,  it  is  of  advantage  to  steady  the  uterus  by  making  traction 
duwnwanl  iijwn  the  cervix.  Tlie  forceps  are  held  by  an  u^tsi-stant 
while  the  examiner  niariipiihil^-s  the  tumor.  If  tumor  and  uterus 
move  tt>gct)u-r  there  mu.st  Ix;  an  intimate  connection  between  Uic 
two. 

In  differentiating  an  erosion  from  an  eversion  of  the  cervix  the 
two  lips  of  the  eenix  are  grasped  by  the  vulsella  forceps  and 
(he  lacerated  edgeM  approximated.  If  the  red  surface  disappears 
an  eversion  is  diagnosed;  if  there  still  remains  a  red  xone  about 
the  external  os  an  erosion  must  be  present. 

In  removing  sectioii-s  from  the  cenix  for  diagnostic  purposes  the 
cervix  is  gra.*iped  by  the  vuLsella  forceps. 

Forcible  traction  upon  the  (.vrvi,\  is  not  without  danger.  It  is 
possible  to  rupture  the  pehtoneiun  and  to  tear  through  adhesions. 
Acute  inflannnator)'  lesions  of  the  pelvis  are  alwMlute  contraindi- 
cations lo  the  use  uf  the  vulsella  forceps  lest  the  influmiuation 
be  excited  to  further  extension,  tn  the  ppcgnanl  uterus  severe 
hemorrhage  may  be  brought  on  by  the  applieati<ni  of  the  forceps. 

In  removing  the  vulsella  fon^ps  care  is  tn  lie  pjcerci-seii  for  fear  of 

injuring  tlie  cervix  or  wounding  the  pntient.     SujK'rficial  .sutures 

of  catgut  or  a  vaginal  puck  with  iodoform  gauze  may  be  placeil  if 

bemorrliagc  is  severe. 
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CHAPTER  X. 

TJTEEINE  DILATOKS. 

For  the  purpose  of  exploring  the  uterine  cavity  with  the  finger 
and  curette  the  cervix  must  be  dilated.  Hegar'a  or  KeUey'a  dilators 
are  recommended  for  general  use.  By  them  the  cemx  is  sym- 
metrically dilated,  with  a  minimum  amount  of  trauma. 

The  vaginal  speculum  should  always  be  used  to  expose  the 
cervix.  The  anterior  lip  of  the  cervix  is  grasped  by  a  vulsellum 
forceps.  The  dilators  are  sterilized  by  boiling,  and  lubricated 
with  sterilized  glycerin  or  boroglyeerin.  Be^nning  with  a  size 
that  can  easily  be  passed  through  the  cervical  canal,  one  after 
another  of  the  sounds  is  passed  until  the  cervix  will  admit  the 
index  Enger. 

The  utmost  care  must  be  exercised  in  passing  the  dilators  for  fear 
of  losing  control  of  the  instrument  and  accidentally  forcing  it 
through  the  uterine  wall.  To  eliminate  this  danger  the  depth  and 
direction  of  the  uterus  should  first  be  ascertained  by  the  sound. 
The  dilators  are  then  grasped  by  the  thumb  and  index  finger  at  a 
point  about  one  inch  short  of  the  length  of  the  uterus. 

Initramenti  of  divulBlon,  such  as  Palmer's,  Goodell's,  and  Ellin- 
ger's,  are  commonly  used  in  America.  Only  moderate  force  should 
be  applied  in  dilating  with  these  instruments  tor  fear  of  tearing  the 
cervix.    They  do  not  find  favor  in  Europe. 

Tenti  are  seldom  used  of  late.  They  are  not  only  slow  and 
uncertain  in  their  action,  but  are  a  source  of  danger  from  infection. 
They  are  made  of  sea-tangle,  sponge,  and  tupelo.  A  detailed 
account  of  the  manner  of  their  insertion  and  use  is  to  be  found  in 
text-books  on  gynecolc^. 

"Where  great  resistance  is  offered  to  the  dilators,  a  unilateral  or 
bilateral  incision  in  the  cervix  may  be  made.  Digital  dilatation  of 
the  cenix  is  sometifnes  possible  shortly  after  abortion  or  full-time 
labor.  By  first  inserting  the  little  finger,  then  the  index,  ;ind 
lastly  the  middle  finger,  the  cervical  canal  may  at  such  times  Ije 
safely  and  efficiently  dilated. 

(«3) 
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the  utekine  sound. 

Prbliuinart  Pro€edurbs. 
Indications, 
contkaindications. 
Danqerh. 

Mtwr  .ipcAk-i  of  iwmd  the  sound  ta  mcBsurv  ih*  Icnjo^th  nf 
vagina.  Sir  Jaiiitrs  Y.  Stmp»oii  iiitFuiIu<-e(l  iLie  inixlcni  .suuml  tut 
A  material  nid  in  the  diag^iimis  of  le.Hions  involving  tlie  uterus. 
Simpsun  does  not  deny  tlmt  tht-  sound  was  u^ied  for  exploration  and 
mcasuirnients  of  t!ie  ntf  nis  long  before  hi-s  time.  Certain  it  us  that 
Wierus  ilstiI  the  sniiiid  for  like  purposes  as  early  as  lfi.37.  Begin- 
ning with  the  indursement  of  Simpson  and  up  tu  tht*  pre^ient  time 
the  sound  has  Ijeen  use*l  too  freely  and  not  without  danger.  Since 
the  bimanual  metliod  of  examination  has  heen  largely  praeti.sed 
the  use  of  the  souml  has  been  materially  rejitrirte<l.  It  is  seldom 
necessar)'  to  piis.s  the  sound  in  the  consultation-room.  The  bimanual 
examination  will  usually  sullice. 

In  tlie  eon^ruetion  of  a  uterine  sourul  tliere  are  certain  require- 
ments. The  instnunenl  should  l>e  ma<lc  of  a  flexible  metal,  prefer- 
ably of  copper,  and  nickel  plate<l;  the  di^tiil  end  should  be  rounded 
and  knob-like;  the  hand.s  .shouKI  be  Hat  and  groove*!  on  one  siilc 
only.  Br-ginning  two  and  omvhalf  inrhes  from  the  distal  end  the 
sound  should  be  grathiated  every  halT-inch  for  the  purpose  (A 
measiirini;  the  deptfi  of  the  uterine  cavity. 

Preliminary  Procedures.  Before  the  .sound  is  passed  certain 
precautionary  ineAsures  are  nercHsary.  First,  there  must  be  sur- 
gical cleanliness  in  the  preparation  of  the  field  of  operation,  the 
instruments,  and  the  hands  of  the  operator.  Second,  a  hinmiiual 
examinati<in  .should  Ih>  made  ta  tletermine,  if  fMLS.'ahle,  the  [Nvsition 
of  the  uterus.  By  adhering  to  the.se  prehminary  precautions  the 
dan^rs  of  infection  ami  perforation  are  mtnimix<ed.  'Ilie  most 
convenient  jxisition  U  llie  lithotomy,  though  it  is  pos.sible  to  intro- 
duce the  sound  with  the  patient  in  the  lateral  ur  kuee-chest  potiitiun. 
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^^^^^^^^            THE                      SC^^^^^^^^^^^^^^^^H 

Indications  for  the  Use  of  the  Sound  in  Diagnosis,     l .  The         ^^H 

dipth  of  thft  Dtann«  cavity  is  mnimii-ly  measure<i  by  the  Muml.     Its          ^^^| 

tmmt  noniul  fjrptli  is  two  ami  a                                                           ^^^| 

half  inches  tn  a  Dulllpuru  of  muture                 ^  ^"'  '^                                ^^^| 

jun,  and   tliis   is  increase<l  about                   ^W                                       ^^H 

OM^f  inch  ill  the  multipara.                                \                                    ^^| 

{«)  The  drpih  of  the  uterine  cavity 

^^H 

it  Usutifd    in   acquired    oud   cod- 

^^1 

^'tjil  airophy,  atresia  of  the  iiUtus, 

^^1 

iaversion  of  Utc  ftin<his,  and  in  new- 

^^B 

lonnations    encroaching    upon    the 

^^1 

cavity  of  the  uterus.                                                  J 

■ 

(J)  The  depth  of  the  uterine  eavify                         a 

■ 

iiincnxued  in  pn-gnatiry.sultiiivoln-                        M 

i            ■ 

tun,  elongation  of  the  cemx,  eiido-                       fl 

■ 

Dirtritis,  metritis,  and  new-growths                        ■ 

1            ■ 

of  the  utrni<!.                                                      ^^J 

L               ^ 

2.  The  diiftctioD  ol  the  atarhie  caaal              ^^9(1^^                       ^^H 

B  often  changer]  from  the   normal 

^^1 

br  nev-growtlis  in   and  ulronl    ttie 

^H 

uterus,    hy    senile    invohition,    by 

^^^^^1 

inflammatory   contraction,   and    by 

^H 

tlU-placement^  of    the   uterus   from 

^^^ 

whatever  cause.     As   »lat«I    under                          j 
prdiminar}'  preriuiUons,  it  is  always 

^H 

^^1 

me  to  precede  the  passage  of  the 

^H 

somid   hy  a   pn*Hininary  bimanual                           [ 

^^H 

examinntinn.     If  ttic  n'lation  of  the                         ^\                                 ^^^M 

body  tu  the   cervix   is  determined,                          Kl                                  ^^^| 

the  sound  is  cun'ed  at  the  proper                          Ml                                  ^^H 

•agte  before  it  i»  iiitrrKluce«l.     Ry  so                           S\                                  ^^^m 

doin}>  then.-  U  \v»s  dan^'vr  of  punc-                        SE3                               ^^^B 

Curing  the  ulcnis.                                                        l^V                                ^^H 

3.  Btenosis  and  atresia  of  the  uterine                        ^^                              ^^H 

canal  are   dcnnitm-  dctcnnined   hy                                                                ^^^1 

|}ie  sound.    ApjMirent  stenosis  at  the  point  of  flexion  la  often  made          ^^^| 

to  dUappear  by  traction  upon  the  cen'ix  with  vulsella  forceps.                   ^^H 

'         4.  IneffnlariUes  of  the  mocoia,  if  not  too  .imall  and  soft,  may  be           ^^| 

^detected  by  ihc  ^und.    Sul-Ii  irregularities  are  submucous  fibroids,           ^^H 
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puirpi,  malignant  f^wths,  and  retaineiJ  placenUl  tissue.     When 
pnwihlr  lo  usf  tin*  finder  it  i-*  always  preferred  to  the  <H>uml. 

.'(.  TbI  Thickn«as  of  tba  Uterine  W&ll.  liy  possiiig  the  sciund 
iiiia  ihr  uterus  ami  with  one  han<)  over  tite  alMlomen,  the  fingers  of 
ibe  nther  hand  in  the  rectum,  it  is  poasihlc  under  favorable  ron- 
<li(i'*)ns  tti  nmke  a  fair  estimate  of  the  thickness  of  ihp  uterine  wall. 

Contraindications  to  the  Use  of  the  Sotind.  i .  Meiutnution. 
Ilwugh  not  BU  al>solute  eontratndieation,  it  h  better  to  delay  the 
pmcwlun-  until  the  iritenni'iis(nial  ]K?ntHl. 

1\  Pregnanejr  Ls  an  absolute  cuntniindieation  for  the  paasage  of 
ilie  sound.  While  tlie  sound  has  been  passed  into  a  gravid  utenu 
silluHit  interrupting  prcgnaney,  it  in  never  ju.'rtifiahle  tn  pAss  tlie 
tound  where  there  is  a  pnitsibility  «f  pregnancy. 

3.  Wriignant  growUu,  while  not  an  aKsolute  eontraindieation,  are 
to  be  regarded  aa  a  .tource  of  danger  and  demand  ver}-  cautiou.i  use 
irf  (tic  s«>und  for  fear  of  e.xciting  hemorrhage. 

4.  Acute  pelvic  inflammation  i^t  a  contraindication  for  the  u.%  of 
tlie  $ound  as  well  as  for  all  manipulations  of  the  pelvic  viscera. 


DANOERS  XNYOLTSD  IK  THE  USE  OF  THE  SOtmD. 

t.  lofaction  of  tlie  ntenu  may  U-  i-uum-iI  t-ithrr  by  an  unclean 
tnJtrument  or  by  rarrj^ing  tbe  infection  from  the  lower  genital  tract. 
Forcible  and  carele.'is  manipulations  injure  the  delicate  mucosa, 
thereby  pnxtucing  an  atrium  for  infection.  Because  of  the  danger 
of  infecUon  the  castom  of  passing  the  sound  in  the  routine  ofTice 
prartice  is  condernnwi. 

2.  PerforatloD  of  the  ntenu  is  an  accident  that  may  happen  to  the 
wt  eati1ioli-^  ojH'niltir.  The  uterine  wall  may  lie  so  soft  a-s  to 
!r  no  perceptible  rcsi.stanee  to  tbe  pa-s-sage  of  the  sound  into  the 

peritoneal  cavity.    Such  softening  may  be  due  to  infection  and  to 
lignnnt  infiltration. 

3.  HamMThaga  may  be  alarming  in  the  case  of  malignant  growths 
of  the  uterus,  in  byrlatiil  mule,  and  in  incomplete  alKirtion. 

4.  Pelvic  inflammation  may  be  occasioned  by  the  passage  of  a 
siiund  into  the  uterus.  'Iliis  is  seldom  tbe  ca.se  in  the  absence  of  a 
pnwjdsling  infection. 

It  is  dangerous  practice  to  test  tbe  mobility  of  the  uterus  by 
means  of  tbe  sound.  The  bimanual  examination  with  or  without 
uuesthcaiii  should  afTon)  all  needed  itifomiatiou  with  far  leas  riak. 
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CHAPTER  XIT. 

THE  UTERINE  Ct'BETTE. 
Indications, 
conthaindic  ation8 . 
Dangers. 
Techsique, 

Tfie  fact  that  the  uterine  curette  Is  univenially  used  speaks  tor 
its  utilitv;  but,  as  with  many  of  the  great  and  uwful  things  of  life, 
it  is  e(|iiatly  caimhie  of  harm  in  the  humts  of  ttie  imfimjtetiMit.         M 

The  tut  and  ahuse  of  tkt  uterine  curette  is  a  subject  that  should  ■ 
engage  tlie  careful  consideration  of  the  general  practitioner  far  more 
than  many  of  the  more  pretentkius  problems  in  the  treatment  of 
(liflea-ses  of  women,  because  the  curette  is  the  most  used  and  the 


\ 


tk'idt  n  iloubli'  curette. 


must  abuseil  of  the  armamentariuni  of  the  g^'nccolt^itt,  and, 
might  Rifd,  of  ihr  geiirral  practitioner, 

l<et  UK  briefly  consider  the  indicutions  fur  the  use  of  the  uterint 
curt'tte  in  tlie  diupiosbt  of  the  diseases  of  women. 

The  atorine  curette  in  diagnosis  may  he  n-tefl  in  any  of  the' 
lesions  within  the  uli-rinc  t-avity  and  invohing  die  ciidouieLrium. 

I.  First  in  order  of  clinical  importance  and  frequency  is  •ndo- 
ffl«tritii.  An  exce.s.'uve  men^^trual  (low  and  a  siwalled  leucorrlwral 
discharge  from  the  utrriis,  together  witli  a  history  of  infection, 
generally  suffice  for  a  clinical  diagnosis  of  endometritis;  but  a 
positive  diflgno<;i.s — one  that  amount-i  to  a  scientific  certainty — caiiJ 
ouly  be  made  by  a  microscopic  examiiiatiou  of  scrupingi!  removed 
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|iy  the  curette.  All  of  the  clinical  sijftw  of  emlometritis  maj-  be 
4>nt  willimit  inflainniatory  rluiii^s  in  the  etidnmetrium,  mui,  on 
the  (tihrr  hatiH,  f  lulomt-triti-H  may  hi-  present  to  a  markttl  deg^ree 
in  the  absence  of  any  clinical  evidence.  It  is  never  justifiable  to 
nifrtte  the  uterus  for  the  purpose  of  ilifferentiatinj^  IkPtwcen  the 
varioiu  anatDniicnl  funns  of  eiiJoiiietriti.s,  but  mtlicr  tu  lietermliie 
the  fart  of  endometritis  and  to  excluile  other  pos-sible  lesions,  such 
u  reia!ne«l  placental  tissue  and  carcinonia.  It  is  a  matter  of  httle 
cwiceni  whether  we  have  to  deal  with  a  hjperlropliir  or  hy|>rr^ 
pUmic,  a  Fungu.s,  or  »  iiol)-jw>id  (-mloniotritis.  It  Is  the  fatt  of  the 
pnsence  of  endometritis  and  not  of  the  particular  anatomical 
VBfielv  that  is  of  praclical  clinical  im[H>rtance. 

2.  R«taiii»d  prodocts  of  concsption  may  rciiiatn  attached  to  tlie 
utenis  for  ye«r.s,  jjivinfi  rise  to  licit lorrhagc  ami  Icucorrhara,  the 
caitsr  of  which  can  only  be  demonstrated  by  exploring  the  uterine 
CBvitT.  In  all  such  ca.ses  the  finficr,  if  [jossihlc,  should  Im*  uscil  in 
locatinjj  and  removing  Oie  rctainc*!  fetal  tissue.  Shortly  after 
■Iwrtion  and  labor  curetting  is  rarely  justifiable  lxvau.se  of  tlie 
Jiu^rs  involved. 

3-  lite  fimi,  ruumled  bul^ng  of  a  tubmacoos  fibroid  is  sometimes 
demiiiistrated  by  means  itf  the  curette. 

4.  KalignaDt  growths  of  the  endometrium  can  only  l>c  dlagno.'icd 
in  the  early  Hiiif^e  by  mjcniscopic  examinations  of  s<Tapings.  There 
uvbe  nu  symptomH,  or  merely  tlioM^  common  to  endometritis,  and 
tins  is  even  possible  in  cases  far  atUnnced.  In  my  personal  expe- 
timre  the  sy'stema  tic  examination  of  uterine  scrapings  has  frequently 
imugfat  ti>  light  an  inisus[>cctiHl  malignant  growlli,  anil  tliat  which 
AM  passe/l  rlinicully  for  nmligiuincy  has  been  ilemnnstratcil  to  be 
eiidunietritis  or  retained  placental  tissue. 

SvTicjtiomn  rnalignum— i".  e.,  a  tnalipnnnt  degeneration  of 
plaoental  tissue — is  u  rare  fimting,  but  Im-cuusc  <>f  its  rapid  spread 
uihI  fatal  i.ssur  uii  early  iliagnosi.s  U  imperative.  When  an  unac- 
cmmiable  hcmorrhagp  from  the  utcnw  occurs  week-s  or  ^months 
after  lal»or  or  aUtrtion.  and  particularly  after  the  expulsion  of  a 
hydatid  mole,  an  explorator}'  curettage  is  demanded,  and  a  mirro- 
acopic  examinaUon  should  be  made  in  view  of  the  possibility  of 
finiliiig  malignant  cliangc-s  in  the  plaxrntal  remains. 

There  is  no  more  ini[mrtant  and  certainly  no  more  satisfactory 
pHH-etlure  in  all  the  range  of  diagnosis  than  the  diiTcrential  diag- 
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nntiis  of  uterine  scrapings.     A  shnrp  line  pannot  always  Iw  iJm' 
between  the  beEii^ii  aiiit  the  nmhgtmnt,  l>iit  in  thf  Unmls  of  a  com-' 
petcnl  ohscrviT  siit-h  failures  aw  unusual. 

In  the  diagnosis  of  ectopic  pregnancy  it  is  some(itiie»  lulvLittltltr  to 
curette  the  uteni.t  t<»  (lett'riniiu'  tin-  presence  of  fleciihtal  tissue. 
Great  caution  mu.sl  be  exercised  for  fear  of  rupturing  the  gestati 
sac. 

Contraindicationa  to  the  use  of  the  ctirette  are  first  of  alT 

mviutnution.  This  is  not  an  ab»>iute  eontruindiealioti,  but  it  is 
seldom  that  the  procetJure  cannot  woit  until  the  menstrual  period 
is  passed.  * 

2.  Pngnancj.  The  powiibility  of  prefrnancy  iniist  lie  positively 
excluded.  Where  doubt  exists  after  a  thorough  e.\atninatiou  it  is 
aln'ay.s  well  to  await  developmenl-s  for  a  niniith  or  more.  A  good 
rule  to  follow  \%  never  to  u.se  the  curette  in  ca.se«  of  delayetl  mett- 
strualiou  where  pregnancy  is  a(  all  [mssiltle. 

3.  AcQte  and  subacute  pelvic  inflammations  are  contrainflications, 
because  of  the  danger  of  extending  the  infection.  It  is  always  wise 
to  wait  until  the  |)elvic  inflamtuatiiin  has  snb.sideil  i>efore  curetting. 
r>i.steiided  tulw^s  and  ovaries  are  liable  to  rupture.  No  hanu  will 
likely  result  if  the  contained  matter  is  .scrum,  but  if  pus  escapes 
the  consequences  may  be  disastrous. 

The  dangers  involved  in  curettage  are  by  no  means  trivial 
The  curette  la  a  forniidubie  instrument,  an<l  curettage  is  not  to  be 
reganlcd  us  a  minor  operation  and  without  ilanger. 

1.  As  with  all  npemtions,  there  is  the  risk  of  septic  lnf*ctlon 
through  the  wounded  surface.  'ITie  liability  to  Infi-ction  i.s  not 
great  when  the  uterus  is  Rrmly  contracted;  but  in  (lie  puerperal 
uterus,  with  large  veuou;*  sinuses  and  possible  infection  already 
cxi.sting  therein,  all  the  conditions  are  present  favoring  a  wound 
infection, 

2.  Hemoirbage  is  an  unlooked-for  complication,  yet  in  puerperal 
and  malignant  eases  the  lofw  of  blood  may  l)c  alunning  and  fatal. 

3.  The  danger  of  exciting  an  acute  ezacerbfttion  of  a  pre-existing 
pelvic  inHanimalion  is  idways  imnuncnt. 

4.  Perforation  of  the  ntenis  by  the  curette  is  an  accident  that  may 
happen  to  the  most  skilled  and  cautions  surgetm.  1  venture  the 
assertion  that  not  an  op<Tator  of  large  expofienee  Ims  esca|Hil  this 
misfortuue.    We  are  not  to  Iw  lis^sured  by  the  st^itemeriLs  fn^piently 


I 
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I.  C«rvtx  la  «xpo*«d  by  >  •air-T«wialng  Bp«culum  nnd  gra*p«d  at  ita  antarlov 
Klip  br  >  vul-ellum  rorc^pH.  Traction  i»  made  upon  th«  c«rvix  na  tha  cervix 
bf*  dilated  by  an  iiialrutn«nl  of  di  vulalon.      Paltenl  in  dorital  position. 


Curetted  Surrace  is  SwaUbed  with  Pur«  Formalin. 
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made  that  the  perforation  is  of  little  consefjiience.  In  a  puerperal 
infecte<l  uterus  the  uterine  wall  may  offer  no  more  resistance  to  the 
curette  than  would  blotting  paper;  the  instrument  passes  through 
the  wall  apparently  meeting  no  resistance.  In  such  cases  our  only 
safeguard  lies  in  discarding  the  curette,  both  the  dull  and  the  sharp. 
The  fingers,  placental  forceps,  and  douche  are  all  sufficient,  save  in 
very  exceptional  cases.  Not  only  is  the  finger  less  likely  to  per- 
forate the  uterus,  but  by  the  finger  the  placental  site  is  located  and 
the  adherent  placenta  removed,  leaving  the  remaining  uterine 
surface  intact,  as  it  should  be.  Nature  has  thrown  out  a  barrier 
in  the  decidua  in  the  form  of  leukocytes  or  phagocytes,  the  so-called 
"protective  zone,"  that  will  resist  the  invasion  of  micro-oi^nisms 
if  it  is  possible  for  anything  to  do  so.  The  curette  would  but  tear 
away  this  protective  wall  and  allow  a  direct  invasion  of  the  venous 
sinuses  by  the  septic  organisms. 

5.  The  removal  of  the  deddiu  down  to  the  musculature  is  a  possible 
danger  when  the  curette  is  used.  With  the  finger  this  accident  will 
not  occur.  From  the  decidua  the  new  endometrium  is  regenerated, 
and  if  completely  scraped  away  there  will  be  left  in  its  place  a 
permanent  scar  surface,  rendering  the  woman  sterile  and  a  sufferer. 

The  same  result,  though  to  a  lesser  degree,  may  follow  too 
vigorous  scraping  of  the  non-puerperal  uterus.  The  grating  of  the 
instrument  is  a  sign  that  the  mucosa  is  removed  down  to  the  deeper 
and  firmer  layer,  and  it  is  time  to  stop  test  the  entire  mucosa  be 
remove*l. 

The  following  is  an  outline  of  the  fcchniijue  of  curettage: 

1.  Anaesthesia,  preferably  chloroform. 

2.  Sterilization  of  the  vulva  and  vagina. 

3.  Dilatation  of  the  cervix  with  Hegar's  Iwugies  or  an  instrument 
of  divulsion. 

4.  Intnxluction  of  a  curette  to  one  of  the  uterine  horns  and  deliber- 
ately sweeping  downwani  as  far  as  the  internal  os.  Passing  by 
successive  sweeps  along  the  posterior  wall  to  the  opposite  horn, 
then  to  the  side  and  in  front  to  the  original  {X)int  of  attack,  making 
sure  that  no  furrows  or  patches  are  left  by  agiiin  going  over  the 
surface  in  a  similar  manner. 

.•j.  Irrigating  the  uterus  with  salt  solution.  As  u  n>ntin('  pmctit-e 
I  would  recommend  swabbing  the  uterus  with  full  strength  formalin. 

6.  No  uterine  pack  is  recommended  urdess  the  litems  is  reluxed 
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anr]  bleerlinj;  frrelv.  A  sterilized  vaginal  tampon  may  be  inserted 
again.^  the  cer^-ix  for  twenty-four  hours,  then  reiiiO¥vd,  and  1  per 
cent.  \yafA  douches  or  formalin  '  1 :  1000  may  be  giren  daily  f(w  a 
week. 

7.  Rest  in  bed  should  be  enjoined  for  a  period  of  four  or  more 
flavs. 

8.  So  escharotics  should  be  usee!  The  sharp  curette  should  be 
user!  in  all  cases,  with  the  exception  of  a  puerperal  uterus,  when  a 
dull  curette  is  employed  after  more  conservative  methods  hare 
failed.     fSee  Plates  XI.  and  XII.; 


CHAPTER  XIII. 

MIOBOeOOPIC  EXAMINATidN    OK  SCRAPINOS    AND 
EXCISED  PIECES. 

TD£  micnxscope  is  imlispeiiNultlif  in  (hv  iliagnusis  of  <Iiseuff«f  of 
vomen.  The  micpust-upic  csamiimtiim  iif  scrapings  and  excistil 
pieces  constitutes  one  of  the  roost  important  and  gra(if,ving  means 
of  cJetennining  the  character  of  lesions  involving  the  cervix  and 
endometrium. 

Tlie  bimanual  examination  will  alone  determine  many  of  the 
aiTections  of  the  pelvic  ^'isccra;  inspection  of  the  vapna  and  vaginal 
jx>rtion  of  the  cervix  thnju^h  a  spei-ulum  will  afToitl  much  inforniu- 
liiin;  din-ct  [lalpation  of  the  (Tr\icjil  canal  and  cavity  of  Ihc  ntern« 
will  add  much  to  our  knowledge  of  the  extent  atul  character  of  the 
lesion.s  involving  these  .surfaces,  the  clinical  s\7nptnm.s  are  ini[iortunt 
in  the  con.sidcration,  but  a  po-<itivc  iliaintotijs,  one  that  iidinits  of 
no  reasonable  doubt,  is  often  reserveil  uiiiil  a  niicrojH-opic  cxam- 
toatioD  of  itcrapings  aiicl  e.xcised  pieces  Ium  l^eeii  mode. 

Verj"  oftCTi  the  inicfrwcope  serves  to  verify  a  elinieul  diagnosis, 
but  in  not  a  few  ca.ses  a  previously  un.suspccl€vl  condition  is  bmnght 
lo  light  by  B  microscopic  examination  of  scrapings  from  the  endo- 
metrium and  excited  pieces  from  tJie  vaginal  portion  of  the  cervix. 

Tlie  author  does  not  claim  that  the  inicn)5Cope  is  an  infallible 
means  of  making  a  diagiiu.sis.  In  exceptional  vases  the  diagnosis 
remains  in  question  after  all  means — the  microscope  Included — 
have  been  extiausted. 


&EMOTAL  OF  UTERINE  TISSUE  FOR  DIAQN08TI0  PURP08SB. 

In  all  cases,  unless  contraindicuteil.  a  general  uuarstbetic  is  ailvts- 
ahle  Cocaine  may  he  us(;<l  an  a  Ux-al  anu-sthetic  in  excising  pieces 
from  the  cervix.  When  the  tis:iue  is  soft  and  friable,  as  in  carci- 
noma, no  hical  or  general  aiUP.Hthetic  may  be  requireil. 

It  U  not  necessary  lo  sliuve  the  vulva,  but  by  scrubbing  and 
douching  the  held  uf  uiH;nitiuu  is  iua«Ic  clean. 
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TTie  position  a-ssiimei!  by  the  piitienl  niay  he  the  Sims  or  lith- 
otomy. If  the  foruier,  the  Sims  ur  Simons  speculum  is  useil;  if 
the  latter,  the  Simons  or  sclF-n;laimng  speculum  Is  pwferrccl.  'Flic 
seH-retaining  speciihim  is  csjKt*ially  advantageous  bccaii<te  no 
a^istaiit  is  neeilcd. 

Test  ExciaioD  from  the  Cervix.  After  grasping  the  anterior  lip 
of  the  cen'ix  by  the  vuUvlla  forc'e[Ks,  a  small  wtnlgc  is  cut  from  tlie 
I'emx  by  lingular  scissors.  In  selecting  a  portion  for  escision  an 
effort  slioLiKl  be  made  to  intkide  in  the  removed  piece  a  [»art  of  the 
he-althy  togetluT  with  the  diseiLseil  tissue  for  the  ]>urpose  of  ^tmlying 
the  transition  stages. 

Ilemorriiage  is  to  be  controlled  by  a  gauze  pack,  or,  when  neccs- 
sar\',  bv  the  plaring  of  absorbable  sutures. 

Test  Curettage  of  the  Uterus.  The  wr\ix  is  dilate*!  sufficiently 
to  ailioil  H  modeniU'-si/.cil  c-iireltc.  The  instrument  i.s  ptissed  under 
control  of  the  eye  by  the  aid  of  a  Sims  or  Simons  speculum.  The 
patient  in  in  the  Sims  or  lithotomy  jxisition.  In  onler  that  no 
portion  of  the  endometrium  e.seape  the  curette,  the  uteni.s  should 
l>e  scraped  .systcmutically  ami  thoroughly,  beginning  at  one  horn 
and  sweeping  deliberately  down  to  the  internal  os,  passing  In  this 
manner  over  the  entire  inner  surface  of  the  uterus,  taking  care  that 
no  portion  of  llie  en<Iomctrium  be  luisseil.  Before  the  blood  has  time 
to  finrdy  coagidale  (lie  .scrapings  should  Ih"  removeil  lo  a  i  per  ct^nt. 
solution  of  formalin-  Allowing  them  to  lie  long  in  water  rau.w3 
maceration.  All  pi)rticle.s  in  the  scrapings  are  to  be  carefully  pre- 
ser%*ed,  so  that  if  iic<Tssapy  ihe  entire  spefiincii  may  Iw  examined. 

Frozen  Specimens  of  Excised  Pieces  and  Scrapings.  AMiere  an 
immediate  diagnosis  is  retjuired  the  freezing  uielhod  may  l>e  em- 
ployed with  fairly  .'wtisfactory  results.  It  occasioTially  happens 
thai  the  examinHtion  of  exeisiNl  piere.s  and  sempiiigs  will  determine 
the  ([uestiiHi  of  a  mow  radtcfil  pnK-e<hire.  If  by  ri-u-son  of  expediency 
or  adde<l  risk  from  a  second  aufeslhetic  it  becomes  necessary  to  M 
proceed  without  rlelay.  frown  sections  may  l»e  preparer!  and  diag- 
nosed while  the  patieul  is  Ijeing  prepare<l  for  a  radical  operation. 
Not  more  than  twenty  minutes  an*  rei|uireil  fur  the  examination. 

The  following  is  the  method  employed  in  Ji>hns  tlopkins  Hospital 
by  Culleti : 

(a)  Place  the  froxen  section  in  r»  per  cent,  aqueous  solution  nf 
fonnalin  for  from  Uirec  lo  five  minutes. 
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(0  Transfer  to  95  pur  cent,  alcohol. 

(/)  Paas  through  absolute  alcohol,  then  through  crwMote  or  oil 
of  cloves,  and  mount  In  Canaila  Imisatn. 

While  the  frvcKing  method  has  an  important  place  in  connection 
with  the  ojMTating-rooin.  the  sections  are  not  eniinenllv.sati.sfactory, 
for  tlie  reason  that  only  small  sections  can  be  made  and  differ- 
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Ettlvr  or  rhlftnlpiw  rRViliitt  mtltu'limiMil.  T)ii>  nUiu-htiii-iil  iiinaUtx  t>(  a  i-yUtMlrUal  f>w» 
ln(  «MKe  upon  which  tlkv  obivut  lu  t>i>  (nutii  Is  i>liko(Hl  *\f\  ugttiiuA  wltU'li  •  vviy  Ann 
•pny  of  ether  or  rhi)(Dlpii«  tm  \\v9lrvA  ■■  t>nij(<<:(0(l  lijr  it  >lrlH,«C>^  ■Ittiniu-T  uiwhiImI  by  |)m 
bulb  alp-ptUDlf  uliuwn  lii  lli»  llliinlratiuii.  Tin-  ni|ilil  ■■\n|K>rHlti>ii  uf  ih*  RuM  alulrwt* 
•ufllHvnt  hral  Iruni  tho  object  to  f r«-io  II  In  a  uliort  tiiiiv.  I'hvrc  !■  alwara,  Tiowrvc^r,  an 
titmm  of  flulil  wliich  dot-*  iioi  rTB|ion(F.  ami  this  »  dmiiicd  tiavk  Into  a  bottjr  Ktid  iiard 
■salii.  Thlt  fmvcT  Ik  ii|i|>lk«l'lF  b-  tlir  kuUMnnllc  lalwrntciry,  innlluiu  iBbonHDry,  ttuil«nt, 
l«)j|e,  and  dtvinoiwtmtion  ml'irratanitM. 

entiating  stains  cannot  Itc  tLsed.  Where  an  imnuxliatj*  diagiiMHis  ts 
not  rerinired  (and  thi.s  is  tnic  in  thr  majority  of  Instances)  the 
celloidin  or  paraffin  methods  are  preferred. 


nzma  tee  specimens. 


Znikfr'n  ;fui^  (Mitller's  fluid,  I (X)  per  cent.;  bichloride,  5  percent., 
and,  shortly  before  using,  the  addition  of  5  per  cent,  of  ghicial  ncelic 
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arid)  is  an  exirik-iit  fixiii>;  fluid,  [irf.sc'n'ing  llu*  bIrKMl  in  !ts  iiaturHl 
color.  After  fixing  in  Zenker's  for  twenty-four  hours  tbe  section 
is  jduced  in  «»lil  running  water  for  twenty-four  hours  or  in  a  wrak 
ifMline  solution  for  a  hke  time-  The  sertirm  is  then  ready  for  hanlen- 
ing  in  alcohol.  No  better  fixing  fluid  can  be  used  where  time  will 
permit.  Ti  is  often  well  tti  place  the  entire  uterus  In  Zenker's  fluid 
for  u  wtwk  or  more  l>eforc  cutting  sections,  from  it. 

AlmhiA  as  »  fixing  tigcnt  is  abjoctioiialile  Iki'HIlsc  of  the  .shrinkjigv 
of  the  tissues.  -  Wliere  it  is  de-sircd  to  exaatine  for  niicro-organi^ms 
ii.hi>hi>l  is  of  .s|Hi'iul  vnlue. 

Ftirnialin  miiy  Ik*  n-He«l  in  a  2  to  4  per  cent,  solution.  It  h  objected 
to  because  of  the  difficulty  in  cutting  the  uiusculature. 


^K  HARDENtKO  AND  EMBEDDINa. 

■  Wlien  it  is  desire<l  to  prepare  the  section  hurriedly,  a  small  piece 
I      is'  plmT<l    imnieilintely  in  absuhitr  Ht(^ilir)l  and  clmngetl  tliree  or 

■  four  times  in  twentj'-four  to  thirty-six  lioiirs,  when  it  is  ready  for 
I       etulfeiiding. 

I  NVlii^n  an  additional  <lay  or  two  can  he  taken  Iwtter  .secliuux  are 

l(         tDuAc  by  niuiiing  tbe  pieces  ilmiugh  .suci-essive  stn-ngtlin  of  alcohol 
I  wmI  changing  ever*-  two  to  twelve  hours  through  70,  80,  and  00  per 

lYnl.  and  abMilntc  ak-ohol. 
L  It  is  now  nec<\s.sHr)-  to  embed  the  si'ciion  in  n  substance  which 

will  permeate  the  tissue,  filling  up  all  spaces  and  giWiig  sup]K>rt  lo 
tltf  section  while  being  cut  and  mounted. 

Theembe«ldingof  asfH'cimen  incelloidin  folluwn  ii[K>n  the  lianlen- 
11^  process.  For  gruenil  purjMiws  the  iTlIiiidin  method  is  pre- 
fcrrwl.  From  absolute  alcohol  the  section  is  placc<]  in  equal  parts 
(if  sulphuric  ether  and  uUsolute  alcohol  for  from  .six  to  twenty-four 
hours,  riependiiig  upon  the  size  of  the  station.  Next  the  section  is 
Htaiiged  to  a  ilihite  solution  of  celloidin  in  etlier  for  from  six  to 
titeiity-fuur  hours;  it  is  then  ptacetl  in  a  thick  solution  of  celloidin 
in  ether  for  an  c<[ual  lime,  when  it  is  ready  to  mount  upon  a  cork 
for  ^wtioning. 

;\fter  blocking  the  specimen  on  w(mkI  or  cork  it  is  allowed  to 
tix  firmly  in  the  ofieii  air  or  uiiiler  a  lK*ll-jar,  anil  is  then  pla<H-d  in 
70  per  cent,  almhni  for  nn  hour  or  more.    The  s<'ction  h  now  ready 


for  cutting  and  mouuling. 


I 
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Tkt  ernhfiddtng  of  nju'rimetiA  in  parajjin  is  an  excellent  method 
for  general  laljoratnry  purpose.s,  but  h  somewhat  eompHcatcd  for 
private  lalKinitnrv  ti-w.  When  the  tissnes  are  soft  ami  small,  as  in 
Rerapings,  (deal  sections  are  preparefl  l\v  tliis  melhcMl.  For  serial 
sections  no  otlier  inethoii  can  l>e  employed.  After  thorouglily 
dehydrating  the  tissue  the  sperimen  is  immersed  in  a  solution  of 


t'la.  XI 


1^^ 


sus 


Tliv  vlutlpnl  mlcrotoBP.    This  ■■  (ntetcled  for  Indlvldiutl  taA  iKbomtory  imp  wIk-r-  b 

nllMtilr  inn'linnliiil  iiiirrutolTiif  ■!  nniill  nut  i»  n^iiitirvil.  tl  ■«  eitnrinrljr  ■riD|iJc-.  ypi  vrry 
Meour«to  III  (iiiiBlriii-l'iiii-  Tliia  ia  ■•iip  nt  Ilir  hn  tii<>ili-1ii  whlcK  liwvp  nrmain-Fil  piwcUcftUr 
tinvlmnitod,  ■liowlnic  thai  tl  tr  ad&t'lv"!  for  )le  work.  I'ltv  t<lai»I  ia  one  solid  pi««-^  of  metal. 
Thv  knife  block  ■■  »•  lioty  an  !■  roiuinU-nt  ntlli  tlic  size  vT  IIlp  iimlrtiinptil.  The  bwl 
NrmiiKviiii-til  !■  mrrini  In  M  rtirtitl  ■litTiip  altuclml  t"'"""'"^''')'  l<>  lllO  fTutlt  of  llic 
■tAixl.  null  (vtitMnUi  ot  nri  nc^ilntvly  cut  iiilcivi[ii>etcT  iktc't  UaviiiK  «  iillcli  nf  OJt  mm.,  irflh 
a  KtixliiBlod  linul  <lh  iiltsl  tu  lOD  purU.  cucli  KTB^iutinit.  tlicri'fon-,  linvliis  n  raju«  of  S 
■  iiVruiifi.  Till!  iibjwl  vl*uip  i*  •iliii«tikl>l(!  in  Inru  |il«n«a,  Bwl  imii  ho  tct  for  pArBlIlM  or 
cellotdln  cuninjt. 
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zylol  and  paraflin.  or  in  chlorofonn  nrii)  paraffin,  for  fmm  two  to 
twcnty-frtiir  hours,  and  is  kept  at  a  unifnnn  temiJerature  of  37°  C 
Next  the  specimen  is  immersed  in  melted  paraflin  fur  a  like  time 
and  kept  at  a  tem[>erature  of  48°  (o  fjO"  C  It  is  then  removed  to  a 
cool  place  and  is  quickly  solidifieii  in  (he  paraffin,  afler  «'hich  it  is 
l>l<H-ked  out  with  a  knife  ami  niountol  on  a  rork  for  cutting. 


1.  Stain  in  hicmatox^lin  one  to  two  minutes. 

2.  Decolorize  in  ucid  alcohol. 

3.  Immente   in  weak    ammonium-water    until   the  blue  color 
Tetums. 

4.  Immerse  in  water  to  remove  tbe  ammonium. 
■5.  Counterstain  in  (Hisin  fnim  ten  In  tliirtv  seconds. 
a  Immerse  in  75  per  cent,  alcohol  two  minutes. 

7.  Absolute  alcohol  one  minute. 

8.  Clear  in  creosote  or  f>il  of  cloves. 

9.  Mount  in  Canada  balsam. 


i 
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Paraffin  Sections.  After  cuttitiglW  .■sections  tJiey  are  rarcFuIlT 
traiisft-rty*!  t«)  a  ^ludlow  ba^iin  of  wann  water,  on  which  (hoy  .sprcufi 
in  thill  rihiMMis.  The  whUt  must  not  I>e  hot  niough  to  nK*h  the 
pumflin,  but  merely  sufficiently  so  to  unfold  the  sections  and  .spread 
(hem  out  smoothly.  A  glass  slide  i»  held  undenieiith  the  »ecliun», 
and  Ihey  are  imule  to  tinat  upon  the  slide.  The  .slide  is  then  witli- 
drawn  from  the  wat<T,  the  water  druineil  off,  and  '\s  then  placed  for 
several  hours  on  the  top  uf  an  uvcn  or  radiator,  'A'here  the  moisture 


F10.M 
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TliD  uiprine  eavliy  mxiweii, 

is  thorouj;hly  driven  from  (he  slide  and  the  section  firmly  fixed. 
The  paraifin  is  dissolved  in  xylol  or  chkmiform  ihy  which  the  seclion 
is  "cleared"),  and  from  this  point  on  the  .staining  is  carried  out  ta, 
the  usual  manner. 


IH8PE0TIOH  OP  THE  TTTERUS  AFTER  REMOVAL. 


A 


In  order  that  n  sntisfartory  examination  may  l>o  made  of  the 
uteni-s  after  it-*  removal,  the  operator  sluiuhl  liandle  and  mutilate  the 
!i{MM.-inien  as  little  as  pussiblo.     tntriKluction  of  swuIli,  prubt-s,  aiid 
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curettes  injure  the  eiulumetriuin  and  lead  to  false  observations. 
Fig.  23  shows  the  nietho<i  of  opening  the  uterus.  The  body  of  the 
uterus  is  grasped  by  the  left  hand.  Two  incisions  are  made,  as 
shown  in  Fig.  24,  and  the  uterus  is  spread  open  in  such  a  manner 
that  the  entire  mucosa  will  be  exposed.  Before  the  uterus  is  opened 
it  is  always  well  to  fix  it  in  Zenker's  fluid  for  several  days.  The 
strurtures  are  thereby  least  disturbed  in  their  relations. 

The  color,  consistency,  outline,  and  measurements  are  all  to 
be  noted  and  recorded.  Foreign  growths  and  abnormalities  are 
described  in  detail. 


CHAPTER   XIV. 


EXPT/)RATORY  PUNOTURES  AND  TXCISTON'ft, 

An  exploratory  punctiire  is  not  seliiom  re^iorteil  to  for  the  purpose 
of  fompletiriK  the  tiiagnosis.  Wlicn  conjoined  examination  fails  to 
det«nuine  the  nature  of  a,  pelvie  tumor  a.spirutit>ti  is  an  essential  aid 
to  the  diagnosis.  rolI(x-tion.s  of  MiMtit,  pns,  and  .srrtini  in  the  tiilies^ 
ovaries,  and  pelvic  tissues  often  eanriot  Ije  diagiuiwil  witli  certainty 
until  the  contents  are  procured  cither  hy  o-spiration  or  hy  incision. 
Furthermore,  the  character  of  the  ohtained  fluid  may  not  be  recog- 
nized until  sid)riiitted  to  a  cliciiiical,  inicntMtjpic,  auti  bacteriological 
exaniiiialifin.  It  is  a  growing  convictifin  that  an  explomiory  incision 
affords  l>etter  results  and  is  less  dangerous  than  is  aspiration.  This 
is  particularly  true  of  niKlominal  exploratioiis. 


Fio.  1'5 


The  instniment  and  field  of  operation  must  lie  rcndere«!  perfectly 
sterile.  When  surgical  principles  are  carried  out  no  harm  should 
fuUuw  eitlier  procedure.  Explorator}'  incisions  are  of  value  not 
only  in  determining  the  character  of  the  containeil  fluids  in  tbe 
peliiT-s,  but  the  proce<iure  ha.s  a  wide  range  of  usefulness.  Indeed, 
it  may  \m--  truly  said  that  ever}*  alxlominal  incision  U  in  a  sense 
exploratory-.  The  abdominal  surgeon  verj'  often  encounters  unsu.4- 
pectc*!  growths  ami  atlhesions,  and,  for  this  rea-son,  one  who  Is  not 
master  of  any  contlition  tliat  may  unexpectedly  arise  should  not 
undertake  to  uixru  Lhe  abduminul  cavity. 
(102) 


CHAPTER   XV. 


EXAMIXATIONS  OF  THE  BLOOD. 


I 

I 


Tnifl  chapUT  will  \te  devoted  to  a  discu-ssion  of  the  prnctiral 
n)4M)KMl.s  of  making-  hlood  exaroitiatiniL*  and  to  their  appliratinn  in 
Tutitine  gyneculo^cal  diii^nsis.  In  the  FrrHbytenaii  Hanpital  nf 
Chicago  no  gyiiecolofiical  case  is  operated  Itefore  a  hlowl  exaniiiia- 
tioii  is  niaile.  In  rnrryitig  out  lllis  routine  the  diagnosis  htm  often 
been  made  innre  rerlain,  the  indirationH  for  n|)eratiati  have  l>cen 
nwie  judiciously  t-onsiflered  (not  infref^nently  an  operation  has 
been  pONtpnnetl  until  tlic  comiitions  of  thr  blood  werp  improvctl), 
the  choict^  of  the  aniritthetic-  has  hingeil  upon  the  bUiod  findings, 
as  has  uUo  the  choice  uf  operation,  and  finully.  Uie  prog^niMis  has 
bem  inHuenCTvl  bv  rcfwated  exaininiilions  of  the  blond. 

In  routine  clinicitl  wurk  the  exauiiiiations  of  the  blood  are  of  no 
lew  importanre  than  ihr  analysis  uf  the  urine.  In  a  lar^  percentage 
of  dues  tid  athlitlonal  information  will  he  afforded  by  (Examining 
iJie  blood,  bni  in  those-  coacs  where  the  responsibility  is  the  f^roatrst 
th«c  examinations  Ijeeome  of  the  highest  vuluv.  Without  a  blood 
examination  tlie  writer  would  have  submitieil  one  patient  nith 
I' per  cent,  of  hii.-ini>^tobin  to  an  operution  for  lieinorThoid-s,  an<l 
anotlier  |uilienl  with  21)  ihu*  cent,  of  liu-niogtnhin  to  an  alxlouiinal 
h^sttrectomy  for  uterine  fibroids.  In  nil  prolmbility  the  results 
"^iild  have  been  fat^il  from  what  is  calleil  surreal  shock.  Rest 
in  b«l  and  o  lilnral  diet  brought  the  former  case  up  to  35  per 
twrt.  and  tlie  Utter  to  7^  jht  cent,  before  the  operationa  were 
umlmuken. 

It  is  well  known  how  misleading  mere  insjiertion  may  be  even 
>n  making  an  approximate  es'tunute  of  the  degree  of  anemia.  A 
falood  exainiimtioti  will  often  show  a  far  greater  degree  nf  anaemia 
Ibnn  was  sU5pecte<l. 

OdIv  the  methods  of  examination  which  are  of  practical  applica- 
tion will  lie  presented,      llefore  entering  into  n  <liscus,tion  of  the 
subject  tlie  technique  of  estimating  the  number  nf  blixMl  cells  and 
■the  percentage  of  hmmoglobin  will  be  briefly  considered. 

(103) 
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Tlio  TLonia  tin:  luutocy torn cicr. 


100  times  (hat  of  the  tul>c.  A  ruljluT  lutie  is  attaehcil  to  the  biilh, 
uiid  to  this  is  attafhtfil  a  mouth- piece.  The  cupillarj'  tulje  is  p-acl- 
uat»l  in  ten  eipiul  tlivistuii.s.     BIiknI  is  ilrawn  intu  tlu*  Lulie  liy 


Via.  37 


Blood-coiinUiiK  tluitulisra  uf  Ttioouia 


suction  up  to  the  mark  I.  Dihiting  fluid  is  then  drawn  into  the 
(uhc  until  the  murk  101  is  reached.  Thvn-  are  then  100  pads  of 
flnifi  to  I  part  of  lilnnd  in  the  tube.  The  counting  chamber  is 
composed  of  a  thick  slide  and  a  tliinner  glass  plate.     From  the 
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kl1t-r  a  <-eiilnil  jxirtiui)  is  cut  out.  uiid  in  tills  unit  is  <TiiiciiU:ii  a 
cin-iilar  ^!ass  .sliolf  with  a  Kiirfiico  ^^^  initlitiirlre  lower  than  ihc 
surface  of  the  glass  plate.  A  drop  of  clihited  hlooil  U  per  c«iil. 
dilu(ion)  placcil  on  the  .shelf  uiiil  covcn^l  with  a  f;liLS.-i  <x)Vfr-slip  will 
he  I'fl  millimetre  thick.    The  shelf  is  riiltnl  lis  showii  in  Fig.  27. 

There  are  nine  MHiare  i]iillitiielrr.s  in  the  niletl  area.  The  (vntnil 
s<|narifs  are  ti.s«l  for  the  reel  cells,  the  outer  S4|uares  for  the  white 
cells.  The  central  square  is  ^tnlHlivideti  into  400  small  sc|uare».  eui'h 
iiquare  lieing  ^Jo  .stpiare  mill  i  met  res. 

The  (lihiting  fluirl  i-t  variotLsly  prcpHretl.  Ewing  rerommemls 
(hat  of  ToisKoii  or  Haveni. 

ZHnctioiu  for  TTsing  the  HBm&tocTtometer.  1.  The  hlooti  U 
obtainc^J  hv  puncturiim  tin-  tip  of  the  finger  or  lul>e  of  the  ear  with 
n  net^lle.  By  gentle  pressure  a  drop  of  hlooH  is  expressed  and  dmwn 
inin  the  tube  to  the  mark  1.  The  point  of  the  pipette  is  wiped 
detui  and  insertei]  into  the  diluting  fluid.  TIte  fluid  is  >4urke<l 
Into  the  tuhe  to  the  mark  101,  an<]  the  blood  and  fluid  are  well 
mixed  by  .slutking.     It  is  then  ready  for  tlie  count. 

2.  The  counting  chamber  is  filled  after  making  perfectly  t\Ty  and 

dean.    A  drop  of  the  diluted  blood  is  placeil  upon  the  central  shelf, 

and  the  cover-glass  w  so  ploccrl  as  to  exclude  all  air-hubhles.    The 

irimen  is  allowed  to  settle  for  a  few  moments,  and  the  count  nf  retl 

uscles  is  then  proceedoil  with.     Before  comiting  certain  eon- 

ililioiis  must  lie  pre!«ent.    The  blood  must  not  run  underneath  the 

cover^lass,  the  blooij  must  be  evenly  dislributeil,  no  air-bubble.s 

must  be  formed,  and  Newton's  rings  must  l»e  in  eviflence. 

■i.  The  red  cells  are  counted  by  a  Hau.sch  &  Lonib  J  olije<Hive, 
or  its  equivalent  in  the  Zeis.-*,  I^iiz,  or  Reichcrt.  Begin  with  the 
lower  left-hand  block  «>f  25  .squares,  ftrft  counting  all  the  red  cells 
Ijingin  the  lower  tier  of  .scjuares  fmm  left  to  right.  In  each  square 
»ll  the  cells  which  lie  on  the  lower  ami  left  side  lines  are  to  l>e 
'^utited.  Tlien  proceed  to  count  the  cells  lying  in  the  tier  almvc. 
•wluding  tha-4c  which  He  on  the  lower  and  right  .-udc  line«  of  the 
tif  l»elow.  This  process  is  ct)ntiniied  until  at  lea.-it  four  blocks  of 
25  .sijuareH  are  counted  and  the  nural>er  of  cells  count«l  is  not  leas 
thftn  1000. 

4.  Tlie  ntimlH-r  of  cells  is  conipuled  by  inulliplying  the  nuiiiber 
of  cHls  found  in  100  .squares  by  4000.  This  will  give  the  number 
of  tM  cells  in  a  cubic  millimetre. 
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THE  ESTHCATIOH  07  LEITXOCTTES. 

It  will  l«;  found  nios»  practical  to  count  the  white  cells  in  the 
same  preparation  use«l  for  estimating  the  niimbicr  of  red  ccll-s. 
The  Zoppert-Ewing  cbamlier  is  advise^l  for  tliis  purptKie.  The 
number  of  white  cells  found  in  6  to  IS  millimetres  depending  upon 
tlie  nujtiber  of  cells  present  will  yield  accurate  results.  A  little 
methylene  blue  added  to  the  diluting  fluid  will  lint  the  white  cells 
and  make  tlieiu  mure  vi^iible. 

Tlic  leukocyte  count  is  wniipiiled  by  dividing  the  number  of 
leukocytes  by  the  number  of  aquare  milHmetivs  traversed,  and 
multiplying  this  by  I(MX).  "^ITiis  result  is  the  numlier  of  leukocytes 
contained  in  a  cubic  millimetre  of  blood. 


THE  ESTIMATION  OF  HiEMOOLOBIN. 

Dare's  hiemoglobinometer  is  a  very  practical  instrument.  Tt  is 
easy  to  matiipiiilule,  aix'urntc,  and  portable.  It  consists  of  a  capil- 
lary blixxl  chamlxT  made  up  of  two  rectangtdar  pieces  of  glass 
separated  at  one  end  by  a  (bin  .space  into  wliicli  blood  rises  by 
capilUr\'  traction.  This  is  compared  with  a  color  standard  in  a 
semicircular  glass  plate  stained  with  Cassius'  golden  purple.  The 
varying  thickness  of  the  plate  gives  colors  which  have  lieen  accu- 
rately a<)Just»d  to  various  percentages  of  haemoglobin.  The  color 
of  the  blood  is  compared  with  that  of  the  standard  scale.  The 
light  is  provided  by  a  candle  attacheit  to  the  ease.  For  a  detailed 
description  of  its  use  see  special  works  on  blood  examinations. 


HISTOLOOICAL  EXAMINATION  07  BLOOD. 

Dry  stained  s[»ecimcns  are  genenUly  employed.  The  slides  must 
be  thoroughly  cleanse<l  and  dried.  A  drop  of  blood  is  lightly 
expressed  from  the  finger  or  lobe  of  the  ear  upon  u  slide.  A  thin 
film  is  made  by  a  second  slide  a.s  shown  in  Fig.  29. 

An  effort  should  Ik-  made  to  evenly  distribute  tlie  blooil  on  tlie 
slide.  The  specimen  is  then  dried  in  the  air.  h  may  be  kept 
indefinitely  without  further  preparation  or  may  lie  fixed  at  once 
by  passing  over  the  flame  of  a  Bunscn  bunicr.  Care  must  be  taken 
to  prevent  overheating. 


BXAUISATXOh'S  OF  THE  BLOOD 

The  staining  of  Ary  blood  .specimen!!  may  be  best  done  hy  cosin 
«nd  methylene  blue  or  EbrUch'5  trtutid  mixture. 


I'M.  28 
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I^r*'*  IWanaslaliliMniMvr.  •  ',  y^iu  In  paalilon:  K,  milled  vheel  totMini;  rolnrcd 
lUik.  ftwl  aatl« ;  B,  mm  incliwliic  ill^:  T,  •liieU  «hl>-h  m-ivn  Un-  nuirnt  tuU-  t'  V 
lfMUeporrii(iao(<llakbM4(a41qr  wlill«E>»»)i  W.  white  kUh  bw-k  al  (apHlary  vhwubM-; 
T.«m4Ii  boM«r.  OontenU  of  c«h>  :  E,  cobiinl  ilUk :  P,  cIcat  glua  diak  cmdoBtod  ■lona 
•^B;  I,  villi*  RtaM tack ;  U,  openltw  for  pivot, 

(a)  Zosin  and  Methylene  Blue.  Khrllch's  sahinted  alcoholic 
sulution  of  UliMxInxisin  uml  »  uutery  1  per  cent,  sulutlon  of  Ehrlich's 
rectified  methylene  blue  are  the  re<iuired  stains.    The  tuetliyleiie- 

Fis.  20 


Mrtltod  of  nwklnfc  blood  MntM«. 


bhie  solution  should  not  be  less  than  one  week  old  or  more  than 
eight  weeks.  Tlic  eosin  •solution  also  deteriorates  in  time.  The 
method  of  staining  is  simple.    Eosin  is  poured  un  the  dr>'  film  for 
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Ik  few  spciimts  hihI  Jlion  WiisUcii  ftff  in  pun*  waltT.     The'  Hpecimen 
is  then  iinrner-Mtl  for  tJiic  minute  in  methylene  blue,  Uastily  washed  _ 
ill  water  un<l  ilrieil.  f 

(b)  Ehrlicb's  Triacid  Stain.  'J'he  nietliml  of  upplicallon  is  vpry 
simple.  The  ^iH-tinK-ii  is  flu<nkit  with  the  mixtun*  for  one  to  two 
minutes  and  Imstilv  whsIu-iI  \u  wiiter.  'I'liere  is  no  ilaiigiT  of  over- 
staining.  It  does  not  bring  out  the  nuclei  well,  but  stainit  the 
neiilropliilf  mui  eosiiinpliile  (^nmiiU's  deep  red.  U  is,  therefore,  a 
perfect  stain  for  the  diufjnosis  of  leukiemiu. 


BAOTERIOLOQICAL  EXAMINATIONS  OF  THE  BLOOD. 

Any  sterile  operating  needle  may  be  used.     Fig.  30  represents 
an  instrument  modified  by  Kwing  whieh  is  recommended  for  its 
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(Half  fitf.i 


•simplirity.  A  small  glitss  cylinder  with  groinid  tips  is  the  receptacle 
for  (he  Wood.  On  the  one  end  is  a  h\'podemiic  nee<IIe,  on  the  other 
11  rubl>er  tubing  with  a  mouth-piece.  Thea'  is  a  .sterile  glas.s  tube 
to  contain  the  apparatn.s. 

Blooil  1:4  dr]i%vn  from  the  median  basilic  vein  after  most  careful 
stcriliKalion  of  the  Relil  of  operation.  The  culture  medium  is 
seltK-lcd  in  accordance  with  the  sort  of  organiBn)  sought  for. 


MORPHOLOGY  OF  THE  BLOOD  OELLS. 

I.  Red  Cells.    Tlie-M-  lyIIs  are  biconcave,  disk-shape*]  bodies  of 
a  vellowish  color  in  the  fresh  state. 
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fa)  Biu.  The  diami'trr  of  ihc  rtil  itIU  in  ailtills  averajris  j^inr 
iBck  aiul  is  almosi  oonswni  within  nonnal  limits.  In  the  markeil 
BiwnuM  the  diampter  i.s  more  or  less  altered.  There  is  little  or 
nn  alteration  in  the  milil  fortn.s  of  anirmia. 

I.  ^licRoc^TEs  VLTv  nut  found  in  nunnal  blood.  In  severe  types 
of  anamiu  small  red  i-clls  known  as  mit-rofytes  are  found  in  varyinff 
nmnbers.    lliis  is  espwially  true  uf  pernicious  antemia, 

i  SIecalocttem  arc  large  red  cells.  'ITiey  muy  Iw  two  and  one- 
lialf  times  the  averajje  siz**  of  red  cells.  They  indicate  a  chronic 
unutt  of  M'ven-  ^rude. 

(A)  Shape.  Numinl  reil  cells  are  biconravc  disk.s,  bnt  under 
ctrtain  impuveriished  camlilionA  of  tite  bIwKl  the  margins  present 
R  serratt-d  a]i|N'ar»ii(-c  ^|H>ikikiryti*s). 

(c)  AvArage  Niunb«r.  Tlie  average  number  of  red  celU  La 
■1^)0,000  to  5.000,000  to  the  cubic  millimetre.  This  numlK-r  shows 
p*at  \-ariation  in  the  various  forms  of  bloo*)  disea.sc5. 

KwLeat«d  Red  Oella.  Niicleate«]  red  ixWs  are  never  found  in 
odiilLs  niider  nortiial  conditions. 

].  KoKMOUL&sTS  do  not  dilTer  in  sirji  from  normal  red  cells,  but 
eontftiii  B  nucleu.s  wliich  occupies  uljout  onc-lhinl  of  the  ceii.  They 
stain  deeply  and  do  not  form  rouleaux.  Jn  the  alf-sciH-c  of  inc^ato- 
liliL'<t.^  they  usually  indicate  a  mild  t^'pe  of  primar}*  or  secondary 
ana'mia. 

t,  MwiALTiBLA.sTS  are  latter  than  the  normal  red  cells  and  con- 
tain a  large  nncU-u.s.  'I'aken  aloni-  ttu-y  certainly  .'*ugge*t  u  morbid 
ttate  of  the  blu<Ml,  but  tlidr  exact  Ki^iiBcancc  is  implied  by  their 
■ssoriated  re!  cells.  They  arc  of  greatest  significance  in  periii- 
di)U3  aufemia,  where  they  are  found  in  large  numtwrs,  though  the 
ilia^mU  may  Im>  mmle  from  the  finding  of  a  single  mcgalobla.st. 

Anoxmt  of  Hnmoglobin.  It  i.s  uf  the  utmost  importance  to 
tsliiaale  the  relative  amount  of  ha'moglobin.  The  various  antemia^s 
siiow  grcitl  varinlionN  in  lliin  respe^'t. 

IL  White  Cells  (Lenkocjrtes).    Morphology.     U^ukucyies  are 
Bjlorli-ss  bodies  varying  in  size  and   contained  nuclei.     As  a  rule, 
tliejiin-  larger  than  rc<l  cells.    They  possess  ama'boid  moTemeats. 
Five  varieties  an*  ri'cognfxe*!: 

1.  I.i-sfpnocyTM  I»oth  stmall  and  large.  They  have  a  round 
•itjclcu.s  sumMindcil  by  a  narrow  rim  r>f  hninogrni*fni.<)  or  rcticu- 
latal  protoplasm. 


I 


no 


OEXEBAL  VUQNOSIS 


2.  liABGE  MoNONi'CLEAR  Lel'koctitks.  Thc}' poMPss  ft  coftrsply ' 
reticular,  vesicular  iiucleus  surrtminlnl   by  ^mv\y  reticular  proto- ' 
plasm.     The  nuclei  may  be  round,  horse slioe-shape,  or  elongated. 
The  cell  body  is  usually  much  larger  than  a  l^'niphoc^'te. 

3.  Pni.YMin.KAR    i-KrK(HTTi*;s    an*   larger    ilmii    mnnonucWarl 
leukocytes.      Neutrophilc    grannies    are   found    in    tlie    reticular' 
prntopla-sm.     The   nuclei   are  elongated   and   may  be  connected 
by  Ihrt'^d.s  of  chromatin. 

4.  RosiNOi-iiiLK  LiiL'KOtn'Ti-:^.     T<arge  i^ranules  arc  found  in  the! 
pmtopla:3m  and  take  a  deep  eosin  stain.     The  nuclei  are  usual!/ 
bilolwd.    In  size  the  celt  is  seldom  so  lai^  as  a  polynuclear  leuko 
cyte. 

5.  Mast-ceu-s  contain  large  and  small  ha-sophile  fannies.  Tbej 
vary  in  size  and  in  number  of  nuclei. 

Number  of  LeukocytCB.     'ITie  number  of  leukocytes  in  a  ctibie] 
niillimetn'  may  he  said  tu  vary  fruai  70(H)  to  lO.tXK)  williin  physio- 
logical limits.     'I'lie  uuniber  of  leukiK-yles  is  iintahly  increased  inj 
the  newborn,  during  pregnancy,  after  inge-stion  of  food,  and  aften 
aclivf  exercise. 

LeTikocytoais.  An  increase  in  the  nnmlwr  of  leukocytes  alx»V( 
that  i>f  the  normal  for  the  particular  individual  under  definite  ron-l 
ditions  is  known  its  leukocytosis.  For  one  individual  3000  leuko-J 
cytes  per  cubic  uiillirneire  may  be  normal,  while  for  anolher  of] 
greater  vigor  10,000  may  not  exceed  the  normal  limits,  ,\gaiii,  ai 
blood  count  taken  .shortly  after  a  full  meal  or  during  pregnancy] 
would  nalumlly  ^how  an  cxceiw  of  leukocrtes  as  compared  withj 
other  physiological  condititm.s.  For  pur}M)ses  of  comparison  froml 
time  lo  time,  the  leukocyte  count  should  be  taken  three  or  foui^ 
hours  after  eating. 

In  leukocytosis  it  is  not  only  essential  to  know  the  number  ol 
leukocytes,  but  where  the  nnml>er  is  greatly  in  excess  of  iht-  normal] 
(25,000  to  80,000  to  the  cubic  millimetre)  it  is  also  essential  to  make| 
a  differential  count  in  order  tn  distinguish  a  true  .splenic,  myel< 
enous,  or  lymphalic  leukn'tnia  fn>m  a  leukocytosis  incident  to 
puration,  pneumonia,  malignancy,   and  other  morbid  conditit 
In  the  practice  of  gynecology  and  obstetrics  it  is  seltlom 
to  resort  to  a  differential  count.     It  may  be  stateil  as  a  safe  rule] 
to  follow  that  where  the  white  cell  count  cxceed.s  25,000  to  the] 
cubic  millimcire  a  differential  count  should  be  made.     And  thisj 
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rule  bocmnes  imperative  where  the  local  findings  do  not  .iiiggc.st 
suppuration,  pneumonia,  or  maltgnaney,  und  wli^re  the  general 
anirmia  or  enlnixefi  spleen  jiisiifics  (he  suspicion  of  a   primary 

■  ajiiPmiQ.  It  therefore  becomes  posable  to  say  not  only  tliat  tlie 
individual  is  sick,  but  it  ia  possible  to  estimate  to  a  rertairi  extent 
the  dep1^e  of  illness,  and  thereby  to  formulate  a  more  definite 
prognosis. 

■  Z*eakocytosis  o(  Pregnancy.  In  the  early  weeks  of  pregnancy 
there  15  little  increase  in  the  numlrer  of  leukocytes,  but  in  the  latter 
half  the  number  averages  alicmt  lO.OtH)  to  the  cubic  millimetre  in 
prlmiparte.  It  Is  obser^'ed  that  leukocytosis  is  not  so  constant  in 
Diultipanr — probably  not  more  than  ."iO  per  pent,  show  an  average  of 
10,000.  Near  the  time  of  labor  the  physioIogicAl  limit  may  exoee*! 
L3.O00.  Cabot  found  in  three  normal  pr^inncies  a  leukocyte 
count  of  25,000  to  37,000.  Since  no  leukocytosis  is  expected  before 
the  end  of  the  thin]  month  a  bUxHl  examination  will  ai<l  little  in 
U\e  diagnosis  of  pregnancy.  In  the  later  months  of  pregnancy, 
vheti  the  question  Is  raiseil  as  to  the  differential  diagnosis  of  preg- 
nanes- from  other  pelvic  and  abdominal  .swellings,  leukori.-tosis  will 
give  little  due  Ix-cau-sc  in  all  sucli  conditions  it  is  expected  Uiat  the 
leukocyte  count  will  Ih"  high. 

Pottpartnm  Leokocytosu.  Following  childbirth,  where  vttn- 
dilions  are  perfectly  iiontial,  the  numlM-r  of  white  cells  gradually 
diminishes  and  usually  returns  to  that  of  the  nnn-pregnanl  state  in 
»l»iit  two  wwk.s.  Where  much  blooi]  has  been  lost,  or  wliere  there 
hnvp  been  cxcejwive  lacerations  or  infection  in  the  pelvis  or  breast, 
tW  Usual  diminution  In  white  cells  is  interrupte<l.  After-pains  are 
still  In  interrupt  the  gru4liml  diminution. 

Puhological  Lcokocytosis.  PosTiitMoimnAOic  LEfKorrrosis. 
Bj  experimental  and  clinical  olMiturations  it  i.s  known  that  im- 
mpiliately  following  upon  a  severe  a<-nte  hemorrhagt^  there  is  an 
wiliai  diminution  in  the  number  of  leukocytes.  Very  soon  a  rapid 
iMTea.se  in  the  number  of  white  cells  takes  place.  Within  a  few 
fuiura  this  leukoc}iosis  may  reach  4.">,(K)(),  and  has  lieen  known  to 
frach  as  high  as  62,000.  In  three  or  four  day.s  it  grailually  rcceiles, 
hm  seldom  returns  to  the  normal  in  less  than  n  month.  The  leiiko- 
^Ttosis  is  usually  proportionate  to  the  amount  of  blood  lost  and  to 
the  acuteness  of  the  attack.  No  such  condition  is  nli.served  in 
dumic  bcmorrbagcs.     I  have  failed  to  observe  leukoi-ytosis  in 
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large  tjiit   luiij^-sUint]!]!^  collections  of  blo(H]   in   the  p«'lvi?i  from 
ruptiireil  tiihiil  prejjimitry. 

'ITic  iucrcttM;  in  the  iiuiiilfcr  of  ieukoc^'leji  Iiniritnliulelv  following 
ti|H)n  po.st[>iirtinii  hcmorrliafj^e  is  grcut  in  |irupnrtion  to  the  umoiint 
of  blorxl  lost.  This  is  ilue  to  the  contributing  influence  of  pregnancy,  J 
xvhicli  in  itself  causes  lenktH-ytosi-s  to  n  vanabU-  defiriT.  The 
leukocytosis  disappears  long  before  the  nuiulwr  of  red  cells  returns 
to  the  nomial.  It  is  diffieuU  tu  explain  the  absenee  of  leiikoeylnsis 
in  occa.sionnl  easi's  (if  acute  hetnorrliages. 

luflftDUuatory  Leokocjrtosu.  It  Is  u  rule,  to  wbieh  ilien-  are  few- 
exceptions,  that  (lu-  nunilter  nf  white  cells  Is  incPt-a-seit  aliove  the 
physiological  limit  in  septic  infections,  whether  Ifx^lized  or  general.  ■ 
This  leiikr»cytosis  is  proportionate  to  the  virulence  of  the  inf«H'iion 
and  to  the  resistance  of  the  imlivichial— not  to  the  amount  of 
exudate.  A  large  pelvic  abscess  of  long  standing,  containing  no 
\nnilent  microorganisms  and  well  walletl  off  by  firm  adhesions, 
verj-  fretpiently  causes  nu  leukoeylosi.s.  The  greater  the  resistance 
of  the  individual  the  greater  will  Ih-  the  lenkfK'ylosis.  That  is  to 
say,  an  individual  with  poor  resistance  and  a  virulent  infection 
niny  have  nn  greater  leukoeWasis  than  an  indivirluu!  with  high 
tissue  resistance  and  a  less  virulent  infection.  It  is  observed  tlmt 
so  lung  us  the  shock  of  an  operation  lasts  leukocytosis  does  not 
appear,  but  just  in  proportion  to  the  reaction  of  the  patient  from 
shock  there  is  a  develiipinent  of  leukocytosis,  showing  that  wittnnil 
reaction  of  the  tissues  leukocytosis  will  not  <MTur.  A  pnndent 
exu<late  usually  produces  a  higher  degree  of  leukocytosis  than  docs 
a  serous  exudate  for  the  reason  that  the  infection  is  mope  virulent. 
While  it  is  [wsaible  for  a  fever  to  exist  without  an  increase  in  the 
number  of  while  cells,  it  is  tnie  tliat  where  the  fever  is  solely 
dependent  upon  the  infection,  the  leukoc^p'tosLs  will  rise  and  fall 
with  the  teni|HTatnre.  Where  the  individual  l>eeomes  overwhelmed 
with  se])sis  the  tissues  fail  to  react,  and  hence  leukocytosis  falls  to 
appear,  and  the  number  of  white  cells  increases  in  proportion  to  the 
reaction  of  the  patient  from  the  .septic  ttifluenees,  and  therefore 
may  Ik*  reganlwl  as  a  favDmble  omen  rather  than  as  evidence  of 
iiu-reaseil  infection. 

In  ii  large  nutnlter  of  fklMcrvntion.s  on  cases  in  which  pus  wiw 
crniliiH-d  U>  the  tulH-.  ovary,  appendi.x,  Imwd  ligaim-iit.  <ir  cnl-ile-sjie, 
Uie  leuktK-ytosis  usually  nniged  between   I2,()00  and   10,000,  the 
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maxiTTium  being  24,000.  In  long-standing  pus  tubes  in  which  the 
contents  were  sterile  the  number  of  leukocytes  did  not  exceed  the 
normal.  It  is  therefore  seen  that  leukocytosis  is  not  a  constant 
factor  in  the  presence  of  pus,  but  is  directly  proportionate  to  the 
virulence  of  the  infection.  The  white  count  is  therefore  of  no 
little  value  in  determining  the  virulence  of  infection.  In  the 
presence  of  pus  localized  in  the  pelvis  the  determination  of  an 
accompanying  leukocytosis  will  lead  to  early  interference  and  will 
at  least  suggest  the  advisability  of  establishing  drainage  through 
the  vagina  rather  than  an  abdominal  incision. 
*  LenkocytOBiB  of  Malignancy.  In  general  it  is  said  that  the  blood 
changes  are  proportionate  to  the  degree  of  malignancy.  The  more 
rapid  the  growth  and  the  greater  the  metastasis  the  more  advanced 
the  leukocytosis.  No  doubt  in  cancer  of  the  uterus,  vagina,  and 
vulva  the  associated  hemorrhages,  if  acute  and  great,  contribute 
to  the  leukocytosis.  The  resisting  power  of  the  individual  also 
influences  the  degree  of  leukocytosis.  The  effects  upon  the  blood 
of  sarcoma  are  of  the  same  sort,  but  are  said  to  be  of  a  greater 
d^ree  than  in  carcinoma.  In  thirteen  cases  of  malignancy  there 
was  no  leukocytosis  in  eight.  Blood  examinations  will,  therefore, 
aid  little  or  not  at  all  in  the  diagnosis  of  malignancy.  The  highest 
white  count  was  16,000. 

I  have  not  observed  that  leukocytosis  is  more  marked  in  sarcoma. 
In  fact  in  the  two  cases  observed  the  white  count  did  not  exceed 
10,000. 

Anamia.  It  is  of  the  greatest  importance  for  the  obstetrician 
and  gynecologist  to  accurately  diagnose  both  primary  and  secondary 
antemias.  Primary  and  secondary  anaemias  are  not  infrequently 
causes  of  amenorrhcea,  menorrhagia,  sterility,  and  abortion,  and 
hence  the  recognition  of  the  extent  and  variety  of  anasmta  has  a 
very  special  diagnostic  value.  Too  often  the  physician  assumes 
that  the  disorder  is  a  local  one  when  in  reality  it  is  a  general  blood 
affection.  It  becomes  imperative  to  know  the  degree  of  anrcmia 
before  resorting  to  a  major  operation.  The  individual's  general 
appearance  is  not  a  safe  guide.  The  cases  above  referred  to,  one 
with  20  per  cent,  of  hmmoglobin  and  the  other  with  17  per  cent., 
did  not  appear  to  be  nearly  so  aniemic,  and  without  a  blood  exami- 
nation would  have  been  operate<l  without  knowledge  of  the  great 
danger. 


114 


OEiVERAL  DIA0S0SI8 


Where  the  liiHtory  [HHnts  to  a  primary  aim'inifl  a  differential  bloofl 
count  roust  be  made.  By  cover-slip  preparations  and  properly 
selected  .stains,  chlorosis,  pemiciou.s  aniemia,  qtic)  tlie  leiiloemias 
are  recognized.  (Soo  Plate  XIII.)  TJiis  together  with  the  esti- 
mate of  the  niinilxT  of  red  and  white  cells  and  the  percentape  of 
hirmofilohin  constitutes  an  exact  diagnosis. 

Secoaduy  uiamia  is  the  rv^ull  of  some  definite  c^use,  as  iligestive 
disturbances,  infection,  and  hemorrhage.  In  the  mildest  forms  it 
is  manifest  merely  by  dimuiutiun  in  the  size  uf  the  re^l  cetU  and 
a  corres[K>nding  divn^ase  in  llu*  ainotiiit  of  hu>moglobin.  Tlii? 
number  of  *rcd  cells  inay  not  he  lessened.  Again,  the  rc<I  celts 
may  as.smne  irregular  .shape.-)  and  sizes  (poikilocytcs,  mtcrocyles, 
macrocytcs). 

A  still  greater  degree  of  anaemia  is  manifest  by  a  decrmse  in  the 
number  of  red  cells  as  well  as  an  alti-ratioii  in  their  .Khai)c  an<l  .itze. 
As  an  indication  of  the  most  advanced  tyjie  of  secoiidan*  antcmia 
there  are  added  to  the  altemtion.s  in  the  sha|>e  and  .liw  of  the  red 
celLi  and  to  the  decrea.ic  in  their  numl>or  certain  regenerative 
changes  in  the  red  cells.  Nucleated  reil  cells  are  foun<t — normo- 
blasts, microhlasts,  mega  lob  last;;.  (See  Plate  XI\'.)  While  writing 
this  chapter  I  have  under  oliservatioii  a  sevenleen-yair-olil  girl 
who  has  but  10  per  cent,  of  h»emoglohin  and  1,200,000  red  cells 
as  the  result  of  iilerine  hemorrhages  can.si-d  by  a  fibroid  tumor. 
In  higli  degrees  of  ana*niia,  where  oi>eraT.ivc  interference  is  indicated 
for  relief  from  a  pelvic  disorder,  the  exact  degree  of  antemia  is 
dcterniirietl  ticfore  resorting  to  the  operation.  It  «'ill  be  of  interest 
tu  impure  as  to  the  degree  of  aim'mia  which  would  contraindicale 
an  upenitioii. 

Each  case  mit.<it  be  a  law  unto  il;»elf.  There  are  many  things 
to  consider:  the  urgency  of  tin-  ii]di<'ali<Ki  for  ojH'rative  iiilerference, 
which  may  Ik'  verj'  great  in  st'pli<'  ctmdilinns  anil  hemorrhage; 
the  general  condition  of  the  patient  other  than  that  of  ana'inia; 
and  finally  the  nature  of  the  operation,  particularly  as  to  the 
duration  of  the  anft?sthesiu  reijuirtnl.  I  have  curetted  am!  ]>acke«) 
the  uteru-s  uniler  chlorofi>nii  ana'.sllKwia,  where  there  was  only 
20  per  cent,  of  hn'moglobin,  for  the  piirpnse  of  controlling  the 
hemorrhage  until  the  blinni  could  be  built  up  lo  a  i>oint  that  would 
justify  an  alwloininal  hysterwUtmy  for  llie  removal  of  a  uterine 
fibroid.     \Micrf  pus  can  be  draiuul  through  the  vagina  or  the 
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a.  »  gmap  of  red  rvlU  un'lergojng  gnkciuLir  ilogmi^atwn;  b,  nd  cvlla  tfauwing 
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cell.  niiar"'in|r  low  v4  nnckua  by  wxirwsum.  g.  nul  crfl  unrlvTxoinit  reilons.  A, 
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Uterus  curetted  for  the  relief  of  sepsis  and  hemorrhage  it  would 
be  wise  to  dispense  with  anaesthesia  when  possible  if  the  blood  is 
very  low.     . 

In  general  it  may  be  said  that  a  protracted  operation  should 
not  be  done  with  the  haemoglobin  below  60  per  cent.,  and  the  red 
cell  count  less  than  2,000,000.  There  are  exceptions  to  this  rule, 
but  all  such  cases  must  necessarily  be  hazardous. 
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BACTERIOLOOIOAL  DIAGNOSIS  IK  DISEASES  OP  WOMEN. 
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While  the  range  of  bacteriology  lu  di 
paratively  rircumscriljeii,  the  vahie  of  hai 

in  selected  cases  cannot  Iw  ovorestimatwl -  _.  

to  arrive  nt  the  diagnosis  of  the  essential  L*au.se  of  the  iiifec-tion.fl 
W'e  determine  whetlier  (he  pus  is  sterile  or  vinilent,  and,  having 
done  80,  the  prognosis  is  made  with  more  certainty  and  tlie  met))od  m 
of  proeeihire  in  treatment  is  more  intet%ently  deeidcd  upon.  ^ 

The  pathogenic  organisms  commonly  found  in  the  genital  tract 
are  the  stjiphyhK^tK-cus  pyogenes  albus  and  Hureiis.  strep t(»co€x*us 
pyogenes,  gonococcus,  colon  bacillus,  bacillus  lanccolntus,  and 
typhoid  bacillus.  There  is  great  confusion  in  the  literature  reganl- 
ing  the  relative  frequency  with  which  these  organisms  are  found. 
Indeed,  it  is  not  possible  to  make  any  definite  statement. 

The  reader  is  referred  to  special  works  on  bacleriologj*  for  detailed 
descriptions  of  the  micro-<>r({aiiis[ns  i*ommon  to  the  genital  tract. 
The  author  will  attempt  only  a  chnical  consideration  of  the  subj 
from  n  dinpnoslJc  point  of  view. 

Bacteriology  of  the  Normal  Genital  Tract.    Tlie  upjwr  geniia! 
tract — I.e.,  cer\'ix,  uterine  body,  tulk's,  and  o\*arics  are  tree  from 
all   foniis  of  iiiiero-organisnis   iittder   nonnal   conditions,     ^lueh 
difference  of  opinion  exists  as  to  the  I)iicteriolog\"  of  the  vagina  in 
health.    That  numerous  bacteria  are  found  in  the  healthy  vagina  U 
generally  recogiiix,eil,  hut  to  what  extent  if  atiy  these  micnwitganismafl 
arc  pathogenic  is  an  iin.settlerl  <jucslion.     Numerous  observations" 
have  been  mmie  to  detennine  this  <|uestion.    Kriinig.  Menge,  and 
Whitridge  Williams  carefully  excluded  the  jHtssibility  of  contamina*fl 
tion  and  iigree«l  frr>ni  exlL-nded  observwtioii.s  that  pathogenic  organ- 
isni.s  could  not  long  e\ist  in  the  heullhy  vagina.    Their  ex|>eriinents 
were  largely  carried  out  during  pregnancy.    These  authors  a:«icril>c 
to  the  vagina]  secretion  an  antiseptic  action  which  Is  more  pro- 
(Ufl) 
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nniinfed  tliiring  prt'friiaiicy.  Tlie  mlva  is  rich  in  pnihop'iiif-  as 
well  aj»  noii-pulliu^nic  iiucnwtt^aiiKstiLt.  This  Hccuuiit^  for  the 
ivadinnu  with  nhich  the  vii^iiia  i.s  i-on laminated.  It  is  of  intere^ 
tfi  kimw  that  the  intact  vaginal  and  vulvar  surface  will  not  adntit 
(>r  infection.  In  onler  Liuit  inftH'tion  of  thcMC  surfaces  Ix*  [toauhtt; 
then  mujit  l>e  an  atrium  for  Infoctimi  acipiirt-d  hv'  direct  injury, 
maceratton  uf  the  epithetinin  fn>ni  pn>fuse  irriiatiiti;  .secretions,  the 
■Irwlopnienl  of  malignant  growths,  or,  lastly,  the  devitaltTalion  and 
(li^uanmtioii  of  the  epitlieliuiu  incident  to  old  age.  N'ot  hu  witli 
llii;  liulioMte  surface  epithelium  of  the  uterus  and  tuWs.  Here  the 
iaffrtion  is  readily  engrafted  upon  the  healthy  surface.  Not  iiifre* 
(jiieiitir  an  infectiun  a<Y|uireil  |ier  vaginam  will  primarily  attack 
ill*  fndMnietriuni  and  Ister  attack  the  vaginal  surface  when  the 
epithelial  n>veriMg  has  been  macerated  bv  the  uterine  secretion. 

Vulra  and  Vagina.  Undoubte^lly  all  .sorts  of  pathogenic  and 
noD'pathogenic  niicro-organLsms  exist  from  time  to  time  in  tlie 
vnlva  and  vagina.  That  they  do  not  more  f  re<|uently  cause  infection 
is  Htte  to  the  fact  lliat  the  vulva  ami  vagina  are  so  well  protected 
bjr  stmtifie<l  .stiuamou.s  epithelium.  In  infancy  and  old  age  when 
ih*  epithelium  bos  not  the  resisting  power  of  mature  life  the  vulva 
iwl  vagina  are  more  siLsceptihle  to  infections  and  especially  to  gon- 
Ofrfiiia.  In  tJie  newborn  the  vagina  is  free  from  micro-organisms, 
Init  a  variety  of  germs  may  ejiler  soon  after  hirtli.  Il  is  agreed  upon 
by  lU  olwervers  that  pathogenic  bacteria  loose  their  influence  as 
tliey  approach  the  cervix.  This  fact  is  due,  in  all  probability,  to  the 
jiniaeiKS  of  lactic  acid,  which  in  turn  is  the  product  of  an  acid- 
.fonobg  tnicro-otganism  discovered  by  Diiderlein.  This  organism 
offers  a  restraining  and  often  a  prohibitive  influence  upon  patho- 
gpnie  onanisms,  thereby  prt-verititig  the  infection  tif  the  upper 
geoital  trai-t  unless  the  orgatiisms  are  carriecl  tlicrc  by  Itands  ami 
instniments.  Certain  orgnrusms,  particularly  the  gonncoccus  and 
••reptococcus,  may  travel  to  the  uterus  in  spite  of  the  bacillus  of 
Dnlcrlnn. 

i.  Wliiiridge  Williams  made  a  study  of  the  bacteria  in  the  vagina 
of  Dinety-two  pregnant  women  and  came  (u  the  following  ctni- 
diiflons: 

I.  We  agree  with  Krtinig  that  the  vaginal  .secretion  of  pregnant 
iromen  does  not  contain  the  usual  pyrigcnic  cocci,  having  foimd 
theaUphylococcnti  epitlermiili.s  idbus  only  twice  in  ninety-twu  cases, 
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but  never  the  streptococcus  pyoj^nes  or  tbe  streptococcus  aureus 
or  albus. 

3.  The  rliscrepancy  in  the  results  of  the  vaiious  investigators  i^ 
due  to  the  technique  by  which  the  secretion  is  obtained. 

3.  As  the  vagina  does  not  cuntain  py<^euic  cocci,  infection  from 
them  is  im|Kvssible.  anil  when  ihey  an*  foiini!  in  the  piierjjeral  uterus, 
they  have  been  intrtjiliiceil  fmni  witliont, 

4.  The  goiiococeus  is  occasionally  founil  in  the  vaginal  secretion, 
and  during  the  puerperium  may  extend  from  the  cervix  into  the 
uterus  and  lubes. 

5.  It  is  possible,  hut  not  yet  demonstrated,  that  in  very  rare 
instances  the  vagina  may  contain  bacteria,  whicli  may  give  rise 
to  sapra'miii  tmil  pulrefartive  cnilometritis  l>y  autoinfwtinn. 

6.  Death  from  puerperal  infection  is  always  due  to  infection  from 
without,  and  is  usually  the  result  of  neglect  of  njseptic  precautions 
on  the  part  of  the  physician  and  nurse. 

All  infectious  of  tlie  vulva  and  vagina  are  mixed  infections.  Tlie 
gonoccicciiSt  tulMTcle  Imcilhis.  iliphtlieria  hacilkis.  staphylococcus, 
and  streptococcus  never  exist  alone,  though  they  may  so  dominate 
in  numbers  and  clinical  phenomena  as  to  he  regarrJed  as  an  isolated 
infection. 

Qonococcos  infection  of  the  vulva  and  vagina  is  rarely  primary 
during  the  |>erio<l  of  sexual  maturity,  but  in  infancy  and  in  old  age 
when  tlie  epithelitnii  ofTere  less  ri'si. stance,  primary  vulvovaginitis 
is  relatively  frei^uent.  The  gonoeoccus  is  often  found  in  the  $<x're- 
tions  of  the  vagina  and  vulva  anil  occasionally  when  the  secretioo 
is  not  punilent.  'ITie  Bartholinean  gland,  or  rather  the  outlet  of 
the  gland,  is  the  most  frequent  point  uf  attack  tn  the  vulva.  It  is 
said  (hat  the  fjonococcus  never  invades  the  deeper  ramifications  of 
the  gland.    Here  as  elsewhere  the  infection  is  niixeil. 

Tubsrcla  bacilloa  iniaction  of  ths  vnlva  and  vagina  is  rarelv  primarv. 
.\s  a  rule,  the  infection  is  .secondar)'  to  the  uterus;  more  rarely  from 
the  vulva,  bladder,  or  rectum.  Direct  infection  is  possible,  as  is  also 
infection  through  the  hloml. 

Dipbth«ria  bacillus  infection  o(  lb«  vulva  and  vagina  is  commonly 
a  puerperal  infection  conveywl  directly  1o  an  injured  tissue.  I  have 
seen  but  one  such  case.  This  one  res[Kinde<l  pn>mptly  to  anti- 
toxin of  diphtheria.  Tlie  nurse  acquired  a  diphtheritic  sore 
throat. 
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Aarogenans  iolectioii  of  the  Tvlva  and  nsina  is  manifested  by  the 
formation  of  small  subepithelial  cysts  containing  gas  (emphysem- 
atous vaginitis).  The  infection  is  usually  associated  with  pr^ 
nancy. 

Utenu.  Under  normal  conditions  the  uterus  is  at  all  times  free 
from  micro-oi^nisms  both  pathogenic  and  non-pathogenic.  The 
normal  cervical  secretion  is  said  to  possess  a  germicidal  power. 
Even  in  chronic  inflammation  of  the  uterus  bacteria  are  rarely 
demonstrated.  Uterine  infections  are  identical  to  those  of  the 
tube  and  are  classified  either  as  mixed  or  specific.  It  is  highly 
probable  that  all  uterine  infections  are  mixed.  The  so-called 
specific  infections  are  those  in  which  a  certain  pathogenic  micro- 
organism (streptococcus,  gonococcus,  tubercle  bacillus)  predomi- 
nates. The  causes  of  immunity  from  infection  of  the  cervix 
according  to  Sinclair  are: 

1.  Alkaline  reaction  of  the  cervical  secretion. 

2.  Small  caHbre  of  the  cervix. 

3.  Increased  muscular  power  in  the  walls  of  the  cervix. 

4.  The  downward  stream  of  the  cervical  secretion. 

5.  Germicidal  quality  of  the  cervical  secretion. 

6.  Presence  of  the  gonococcus  in  the  cervix. 

Fallopian  Tubes.  Under  normal  conditions  no  micro-organisms 
exist  in  the  tubes.  Few  bacteriological  examinations  have  been 
made  from  catarrhal  salpingitis,  and  the  results  are  not  definite. 

In  the  purulent  forms  of  salpingitis  a  large  number  of  observers 
have  made  careful  observations.  Frank  T.  Andrews  in  writing  of 
the  causes  of  salpingitis  {American  Journal  of  Ohatetrics,  February, 
1904)  has  presented  a  valuable  series  of  statistics  collected  from 
twenty-eight  sources.  The  following  table  was  constructed  by 
Andrews : 
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1.  OonococcTu.  The  gonococcus  of  Neisser  wa8  found  155  times 
in  308  cases  in  which  micro-organisms  were  demonstrated.  Doubt- 
less a  large  proportion  of  the  sterile  tubes  was  originally  infected 
with  the  gonococcus.  The  gonococcus  frequently  escapes  detection 
because  it  eariy  disappears  from  the  pus  contents  of  the  tubes,  and 
it  is  extremely  difficult  to  recognize  the  gonococcus  in  the  wall  of 
the  tube,  though  they  have  been  known  to  exist  many  years.  Mixed 
infections  are  the  exception.  In  30  cases  of  gonorrhoeal  salpingitis 
other  bacteria  were  found  in  5. 

2.  Streptococcofl  and  Stsphylococcns.  Tliese  two  micro-oi^nisms 
are  considered  together,  first,  because  they  so  commonly  co-exist. 
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and,  sccoiul,  liecaatc  their  aiiatoniicnl  cfTecU  are  much  Uit*  sjiiue. 
Tlifir  vlnilerif*'  in  ihc  tiil»e  is  vnrialtEc. 

3.  PnetUDOCOCCiu  of  Trankel.  The  pneunioeoectis  infections  of 
tlic  tulx*  whidi  have  been  re]M>rtpct  l>par  no  relation  tci  pneumonia. 
'Hie  infection  of  the  tube  is  prolHihly  aiYjiurecI  in  these  cues  by 
(lirect  extension  from  tn-Iow. 

4.  BaeUlos  CoU  Commanu.  This  infeciioii  is  very  often  mixed, 
the  colon  infection  l^eing  usually  secondan'  to  oilier  forms.  In  tb« 
majority  of  ca-ses  the  presrnce  of  the  rolon  Iwcilhis  implies  adhesions 
Hnding  the  tube  to  the  bowel,  though,  as  stated  by  Andrews,  tlie 
infection  may  extend  tlin^ugh  the  Iwwel  wait,  along  the  peritoneum 
to  a  non-adheretit  tube,  or  may  travel  up  through  the  genital  tract. 

5.  TTpboid  Badltiu.  Xo  direct  cormection  has  \mxu  traretl 
between  tyjihoid  infiTtioii  of  the  tuUr  and  typlioiil  fever,  tiiongh  it 
ii  possible  that  the  tj-phoid  bacillus  may  exist  in  tissues  years  after 
an  attack  of  typhoid  fever. 

i>.  Sftpropbytic  Bacteria.  Non<palhr>grnic  bacteria  of  the  sapro- 
pbjtif  ortJer  arv  nut  infrwjuently  found  in  salpingitis. 

7.  Infections  OraDolomata.  Of  the  infectious  granulomata  tuber- 
is  riiilw  first  in  fretpiency  ami  in  clinical  irii|Kirtance. 
)  Ti'ttr.RCii.L»sis.  In  a  total  of  100  ca.sea  of  pyi>salpinx 
collected  by  Andrews,  10  per  cent,  were  tuberculous.  Tiic  tuliCA 
are  usually  the  primarr  seat  of  genital  tulHTculosis — o7  out  of  fi7 
ra.ws  Oleyer).  On  the  other  hand,  Ortlimann  states  that  primary 
tuiail  tuberculosis  occurs  in  18  per  cent,  of  genital  tuberculosis  in 
"fomen;  this  in  a  series  of  168  ca.ses.  Secondary  tulwl  tuln-'n-ulosis 
IS  relatively  common,  an*)  is  must  often  Hcc|iiirtsl  through  tlie  blooil. 

(6)  .STPlflLia  is  mrely  identified  in  the  tulje.  Undoubtedly 
syphilitic  lesiun.-!  of  the  tnl)C  arc  connnon  to  general  syjihilitic  infec- 
tion, hut  it  is  difficult  to  identify  them  an  such.  But  three  cases 
»re  reeonlwl. 

[r]  AcrisoMYCosrs  of  the  tube  is  a  great  rarity. 

Ovary.  Infections  of  the  ovary  are  almost  without  exception 
^ccondar}'  to  tubal  infection,  ami  hence  the  biictcrinlogy  of  ovarian 
abvejtses  is  in  most  part  identical  to  that  of  purulent  salpingitis. 
Priniar)'  ovarian  al)sceH3es  are  exceedingly  rare,  though  the  possi- 
hility  of  infection  travelling  to  the  ovary  by  way  of  the  bloo<i-lyrnph 
thaonels  or  directly  through  the  genital  tract  without  visible  effects 
until  the  ovary  is  reached  cannot  be  denied.  Sutton  says  that  primary 


122 


GESEHAL  DTAaNOSlS 


ovarian  abscesses  an  alway.s  tiilM-mitoii.'t.  This  .statement  is  not 
verifiwi  by  cxppriencc.  ^lartin  collcctwl  '>ii  cases  of  ovarian  abst-esses 
fruiu  the  literature,  and  of  tiiis  nuin[>er  'iTt  contajnetl  Imcteria, 
the  remaining  20  were  sterile.  The  gonococcu,-*  and  the  bacillus 
toll  eoi[iiiiiirii.s  were  the  mast  frc*|U('ntly  foiiml.  StJi{»hyI(K.t>cfi, 
strepttK'iKfi,  pneumocoeci.  and  tlie  typhoid  liacillus  were  relatively 
infrequent.  It  is  a  rule  to  which  there  are  mimerous  exceptions 
that  bilateral  infection  of  Iho  ap}K-nilaf^-.s  .-speaks  for  goiicirrho^, 
and  unilateral  involvement  for  puerpTHl  infection.  Suppurating 
ovarian  cy.sts  have  l>een  discussed  by  ('umston.  Dermoid  cysts 
are  particularly  liable  to  infection  and  the  development  of  absces.ses. 
The  organi.tms  above  mentioned  have  Imkmi  found  in  these  cystt. 
Inasmuch  as  .suppurating  cy.Hls  are  almost  invariably  adherent  to 
the  bowel,  the  colon  bacillus  Is  of  common  ocTurrence.  hut  more 
often  a.s  a  secondary  infiM-tion.  The  size  of  (he  ah.secss  i.s  no  critenon 
of  the  virulence  of  the  pu.s.  Frais.se  removed  a  cyst  containing 
15  litres  of  sterile  pus.  Such  abscesses  at  one  time  undoubte<lIy 
contoined  either  pathogenic  or  saprophyiic  organisms.  The 
periodic  eong(Mtion  of  the  ovary  and  rupture  of  Uie  Craafian  follicles, 
togetlier  with  the  tendency  of  the  ovary  to  ihc  formation  of  new- 
growths  iitid  ihf  torsion  of  the  pedicle,  render  the  ovary  [)eculiarly 
su.sccptible  to  infection. 

Streptococcus  and  staphylococou  iii[«ctioiifl  of  the  oTsry  are  common. 
These  infwlions  coininoniy  follow  labor  and  ulxirtion,  Tlie  nrulence 
of  the  infe<'tiou  and  the  re.-ii'ftance  of  the  individual  determine  the 
clinical  picture.  The  le-sion  in  the  ovary  is  but  a  part  of  the  more 
general  infection  of  the  lower  genital  tract  ocrurring  at  intervals  of 
days,  weeks,  ami  months  subsecpient  to  the  initial  infection. 

Oonococctu  infection  o(  the  ovuiu  doubtless  ranks  6nit  in  point 
of  fre(]uency.  Rejiiiond  affirms  that  the  gonococcus  always  attacks 
the  surface  of  the  ovarj*,  ami  U  never  found  in  the  pus  of  an  ovarian 
aKscess.  The  gonococcus  can  enter  the  substance  of  the  ovary 
through  the  blood  and  lymph  channels  and  througli  the  o[M-n 
follicles  and  cor]M)ra  lutea. 

The  baeUliu  coll  commtmls  inlecUon  ot  the  ovaij  is  said  never  to 
occur  in  the  absence  of  adhesions  binding  the  ovary  to  tlie  l>oweL 
Tlie  infection  is  consequently  mixed  in  the  majority  of  caws.  U 
is  probable  that  the  infection  travels  also  through  tlie  genital  tract 
to  the  ovary. 
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Pneamoeoeeu  infection  of  the  avwzj  has  been  recorded  by  several 
observers.  A  pure  culture  of  the  pneumbcoccus  has  been  obtained 
from  the  pus  in  the  abscess.  In  none  of  the  cases  was  there  a 
recent  history  of  pneumonia. 

Tttberele  baellliu  Infection  of  the  ovary  is  by  no  means  so  infrequent 
as  the  early  writers  would  have  us  believe.  Miliary  tubercles  are 
observed  by  the  microscope  which  would  otherwise  appear  perfectly 
normal.  Primary  infection  of  the  ovary  is  most  unusual.  The 
infection  is  almost  invariably  secondary,  but  the  initial  infection  is 
not  always  clear.  It  is  generally  believed  that  the  tubes  are  the 
primary  seat  in  the  majority  of  eases.  Schottlander  believes  the 
peritoneum  to  be  the  primary  course  of  the  infection,  but  does  not 
exclude  the  tubes  as  a  possible  source.  It  is,  of  course,  possible 
for  the  tubercle  bacillus  to  pass  from  the  vagina  through  the  uterus 
and  tubes  to  the  ovary,  or  from  the  vagina  through  the  broad  tiga- 
ments  to  the  hilum  of  the  ovary.  In  general  miliary  tuberculosis 
the  ovary  is  especially  liable  to  be  attacked  by  way  of  the  blood. 
In  48  cases  of  ovarian  tuberculosis  Orthmann  traced  the  infection 
to  the  tubes  in  26  and  to  the  peritoneum  in  22. 

Pelvic,  Peritonetim,  and  Oellnlar  Tiasne.  The  involvement  of 
the  peritoneum  and  cellular  tissues  of  the  pelvis  is  almost  invariably 
secondary  to  infections  x>f  the  uterus,  tubes,  ovaries,  cervix,  vagina, 
bladder,  or  rectum.  The  bacteriology  of  pelvic  cellulitis  and  peri- 
tonitis is  therefore  that  of  vaginitis,  metritis,  salpingo-ovaritis, 
cystitis,  and  proctitis.  In  puerperal  infection  the  streptococcus  and 
staphylococcus  are  about  equally  liable  to  infect  the  pelvic  cellular 
tissue  and  peritoneum.  Not  so  with  the  gonococcus  and  tubercle 
bacillus,  which  attack  by  preference  the  peritoneum.  The  colon 
bacillus  and  tubercle  bacillus  doubtless  very  frequently  pass  through 
the  bowel  to  the  peritoneum  and  cellular  tissue,  though  with  these 
organisms  as  with  all  others  the  usual  avenue  of  infection  is  the 
genital  tract. 
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CHAPTEK   XVII. 

THE  DIAGNOSIS  OF  UTERINE  PREGNANCY.' 

While  it  is  not  the  purpose  of  the  author  to  enter  into  a  (Us- 
cussion  of  purely  obstetric  subjects,  yet  the  diagnosis  of  pregnancy, 
both  normal  and  pathological,  is  such  an  essential  part  of  the 
diagnosis  of  diseases  of  women  that  it  will  not  be  out  of  place  to 
present  the  following  outline. 

For  convenience  of  description  the  term  of  pregnancy  will  be 
divided  into  trimesters,  and  in  each  trimester  will  be  given  the 
subjective  and  objective  signs  of  pregnancy,  together  with  their 
fallacies,  and,  Bnally,  the  diagnostic  value  of  each  sign. 

rXBST  TRIHE8TEB. 

I.  Subjective  Signs. 

1.  Cessation  of  Menstruation. 
o.  Physiological  jailacics: 

(1)  Pregnancy  may  occur  before  the  first  menstruation. 

(2)  Pregnancy  may  occur  after  the  menopause. 

(3)  Pregnancy  may  occur  during  the  period  of  lactation. 

(4)  Menstruation   rarely  persists  after  conception  for  more 

than  one  or  two  months. 

(5)  Menstruation    may   recur    but   once   in   two   or  more 

months. 


1  The  outlines  here  preMnted  are  Isrscty  taken  from  Hie  author'^  nntes  when  ft  atuitcnt  of 
the  l>t«  W.  W.  Jacsard. 
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Breast  of  Dark  Brunette.  Near  Term. 

From  Life.     (Jewett.) 
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4.  Nervous  Phknomkna. 

(a>  Hinging  in  the  ears:  mrcly  present. 

(6)  Neuralgia:  nirely  prvsKrnt. 

(r)  C']iat)gi'.s  in  dispiisitiun. 
TftliM  of  thfl  Sign.     S'rtfailvr. 
3.  iKKiTAitr.i:  itLAouKK,  <lue  U>  tiie  sze  ami  weight  »t  llie  uterus. 
Value  oi  the  Sign.     Negative. 

11.  Objective  Signs. 

1.  CoANORfii  tN  THE  Mamm.\.ry  Glan'Ds.  At  the  end  of  tlie 
fourth  week  the  brea-sts  tingle  and  enlarge;  at  almtit  the  Iwelfih 
week  there  is  pigmentation  and  rnlargemcnt  of  tlic  areola,  protni- 
iienee  uf  the  g;laiuls  uf  IMuntgonierv,  llie  nipples  enlarge,  become 
eRX'tile  ami  sensitive,  veins  stand  nnt  prominently  under  the  skin, 
a  secondary  areola  forms,  linea  albicantes  are  sometimes  seen  near 
the  areola,  and  eolostnim  i.s  secreted.    (See  Plates X\'TII.  and  XIX.) 

Failacifjt: 

(1)  Breaxts  may  enlarge  from  pelvic  tumors. 

(2)  Rreaat.s  may  enliirgc  iluring  menstruation. 

(3)  Prostitutes  ami  miiltiparH-inayhaveasccretionof  coloslrum. 

(4)  Multipara'  retain  some  of  the  aliove  sigius,  and  little  or  no 

cliange  may  occur  during  pregnancy. 
Valae  of   the  3i^.     llighltj   presumptive,   eaprriaUy   in   young 
primipara: 

2.  I>l8CntX)RATI<»S    OF  THE   VUI.VA    AND    VAGINA    may   OCCUr    US 

early  as  the  sixth  week  or  as  late  a.s  the  eighth  month.    'Hie  stnic- 

turps  .soften  and  become  blue  in  color  from  venou-s  congestion. 

|)i.Hcolorat-ion  varies  in  degree  and  in  time  of  appearance. 

Fallacies: 

(1)  Frequently  obsen-i^J  in  (leshy  women. 

(2)  Caused  bv  all  new-formations  and  indamnintory  swellings 

in  the  pelvis. 

(3)  May  W  due  to  portal  congestion  from  tiisenses  of  the  heart, 

lungs,  liver,  kidney,  etc. 
Tkhie  of  the  Sign.     I'resumpiive. 

3.  SoFTENlNO  OF  THF-  v.wiXAi,  PORTION  OF  TIIE  CRRVix  gener- 
ally begins  at  the  fourth  week,  earlier  in  multipane.  It  is  due  to 
passive  congestion.  The  softening  l^egins  at  the  external  o«  and 
extends  upward. 
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4.   SOFTENTNG    AXD   CaMPRESSIBILlTY    OF  THE   LoWER   UtCRINE 

Segment  {llegar's  Sign).  Elicitwl  bv  intrtKlndng  one  or  two 
fiiigt'ni  into  the  posterior  vaginal  foniix  anit  appro viiiialiiig  tbe 
fingers  of  the  haiul  over  the  alxloiiK'ii  as  clawly  to  the  fingers  in 
the  vagina  as  possible-  Tbe  lower  uterine  segment  may  be  com- 
presseil  tf»  the  thinness  of  paper, 

Hegar's  sign  may  be  elicitwl  as  early  as  the  sixth  week.    The 
sign  may  be  impossible  of  demonstration,  bfrcause  of  the  thickness 

Fui.  M 


k^i^T^^r! 


Ainvrvmoflrxivn  of  Uic  pnnniBnl  uWrut  at  tho  vnd  ol  lli«  ihird  nonih  at  p«««nu>CT' 


and  rigidity  of  the  abchmiinal  wall.  Hertal  |talpation  will  l)r  of 
aenice  in  tliesf  cases. 

Valoe  of  th«  Sign.  Very  reliable,  though  not  a  ptmtive  rign  of 
pregnancy. 

5.  Leucokrucca  often  be^ns  early  and  persists  throughout 
pregnanry. 

ValM  of  Uw  Sifn.    yegative. 
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6.  Changes  in  Position,  Size,  Form,  and  Consistency  op 
THE  Uterus. 

(fl)  Position:  extreme  anteversion. 

(6)  Size  of  child's  head  at  end  of  third  month. 

(e)  Fonn:  Increase  in  the  anteroposterior  diameter,  becoming 

spherical  at  the  end  of  the  third  month. 
((Q  Consistency:  soft  and  elastic. 
Valna  ol  the  Sign.    Highly  presumptive. 

There  are  no  positive  signs  of  pregnancy  in  the  first  trimester  except 
seeing  the  fetal  structures  and  deddua,  hut  when  tioo  or  more  of  the 
above-named  presumptive  or  higfUy  probable  signs  are  present  the 
diagnosis  of  pregnancy  amounts  to  a  moral  certainty. 

8X00KD  TSnCEflTSB. 
I.  Subjective  Signs. 

1.  Cessation  of  menstruation  continues. 

2.  Morning  hicknehs  rarely  persists  after  the  fourth  tu  the 
fifth  month. 

3.  Salivation  rarely  continues. 

4.  Nervous  phenomena  may  increase. 

5.  Bladder  may  be  less  irritable. 

6.  Active  FktaIj  Movements.  Time  of  occurrence,  six- 
teenth to  eighteenth  week — earlier  in  multipanc.  Likeneil  to 
the  fluttering  of  a  bird  in  the  hand,  and  increase  in  force  with 
time. 

Fallacies: 

(1)  Peristaltic  movements  of  the  bowel. 

(2)  Spasmodic  contractions  of  the  abdominal  muscles. 

(3)  Movements  of  abdominal  tumors. 

Valne  of  the  Sign.  Presumptive.  Of  value  in  determining  the 
date  of  confinement.  Count  forward  twenty-four  weeks  in  prim- 
ipane,  twenty-three  weeks  in  multiparse. 

.  II.  Objective  Signs. 

1.  Active  Fetal  Movements.  A  certain  sign  of  pregnancy 
when  felt  and  heard  by  the  physician. 
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2.  Passive  vktai.  uovemevts  fballottempnt)  are  first  clirit«l 
about  Uif  sixte^Mitli  week.     Ballotteinent  tiiay  Ite: 

(a)  liirerTiiil:     Haiiils  arc   placci]  an  in  an  al>cli>niiii(>va};ttml 

examination.    With  the  band  on  the  alMlomea  a  sharp 
tap   is   given;    the   fetal   body   is   Telt   to   hound    and 

(b)  Kxtemal:    The  hand  in  phicMl  flat  upon  one  side  of  (he 

alxlutnen,  the  opposite  side  is  sharply  tapped  with  the 
fingers  of  the  other  hand. 
Faliacirg  : 

(1)  Pedinieulateil  tumors  fluittiiig  in  ascitic  fluid. 

(2)  Stone  in  the  bladder. 

(3)  Flontin(j  ki'lney  and  spleen. 
Value  of  th«  Sign.     Positive  in  mmpeietU  liarul*. 

FliJ.  30 
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liit*m*l  liallnHimti-ni  '•viiilrpi'iiintHpnl  pnatiirol  al  atxth  matitfa,    (JvweHJ 

3.  DiBECT  PaLP.^TION   of  the  F(ETU8. 

Value  of  tlie  Sign.     Pimtive. 

4.  Intkkmittkxt  I'tkrink  C<ixTRA(TrnN«.  The  time  or 
upiM-uniiKT  is  tH>tw(vn  the  tenth  anil  .sixteenth  week.  The  uterus 
lieeoine:*  firmer  atid  Bssiime.s  a  jx^ar  shape,  llien  shtwly  relaxm. 
ITie  intervals  U-lvieen  pontnietir>n»  are  from  five  to  twenty 
minule.s. 
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FaUacies: 

(1)  Contractiotis  of  the  recti  iiiusc'les. 

(2)  Contractions  of  soft  fibroids. 

(3)  Intermittent   uterine  contractions  in  hwrnatometra,  pyo- 

metra,  and  hydrometra. 
Vtlne  of  the  Sign.     Positive. 

5.  AURCLXTATION. 

(0)  FeUd   Heart '  Tones.     Heard    in    the    fourteenth    to    the 

eighteenth   week.     The   condition   governing   the 
intensity  of  the  heart  tones  are: 

a.  Position  of  the  foetus:  heart  tones  increased  when 

the  child's  back  presents. 

b.  Position    of    the    placenta:    heart    tones    decreased 

when  auscultating  through  the  placenta. 

c.  Size  of  child:   heart  tones  strong  in  proportion  to 

the  development  of  the  child. 

d.  Thickness  of  the  abdominal  walls  obscures  the  fetal 

heart  tones. 

The  heart  tones  resemble  the  tick-tack  of  a  watch  under  a  pillow. 
The  frefjuency  is  100  to  150  a  minute.  Temperature  and  exercise 
increase  and  uterine  contractions  slow  the  heart  beat. 

Value  of  the  Sign.  Most  reliable  of  ail  signs,  not  only  showing  the 
fad  of  pregnancy,  but  also  the  life  of  the  faius. 

(b)  Fetal  Souffle.    A  soft,  blowing  sound  synchronous  with  the 

fetal  heart  beat  occurs  in  14  to  16  per  cent,  of  all  cases. 
The  sound  is  caused  by  the  circulation  in  the  cord,  and  is 
said  to  be  due  to  an  abnormally  short  cord  or  one  that  is 
twisted,  knotted,  or  wound  about  the  neck  of  the  child. 
Value  of  the  Sound.     Positive  when  heard. 

(c)  Placental  Souffle.     A  soft,  blowing  sound  synchronous  with 

the  maternal  heart  beat.  The  intensity  is  decreased  dur- 
ing uterine  contractions.  The  sound  is  not  constant  in 
rhythm  or  intensity,  and  is  best  heard  on  the  left  side 
of  the  uterus.  The  time  when  first  heard  is  Iwtween 
the  fourteenth  and  eighteenth  week. 
Fallacies: 

(1)  Heard  in  vascular  tumors  of  the  pelvis. 

(2)  Gas  in  the  mother's  bowels. 

(3)  Murmurs  in  the  arteries  of  the  pelvis. 
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Tftlne  of  tha  Sign.     Probable. 

6.  Rate  of  Growth  of  the  Uterus. 

Vftlne  of  the  Sign.     Positive  in  experienced   hands.     No  other 
tumor  grows  so  steadily  and  rapidly. 

7.  Changes  in  Position,  Size,  Form,  and  Consistency  op 
THE  Uterus. 

(a)  Position:  median. 

(6)  Size:  end  of  the  third  month,  at  the  level  of  symphysis 
pubis. 
End  of  the  fourth  month,  three  finger-breadths  above 

symphysis  pubis. 
End  of  the  fifth  month,  two-thirds  the  distance  from 

the  pubes  to  the  umbilicus. 
En<l  of  sixth   month,  at   the  level  of   the   umbilicus. 
(See  Fig.  37.) 
(c)  Form:  globular. 
(rf)  Consi-stency :  soft  an<l  elastic. 
Talvo  of  the  Sign.     Positive  in  experienced  hands. 

THIRD  TBIHESTER. 

i.  SnbjectiTe  Signs. 

1.  Cessation  of  Menstruation  continues. 

2.  Morning  sickness  rarely  persists. 

3.  Salivation  rarely  persists. 

4.  Nervous  phenomena  may  be  increased. 

5.  Active  fetal  movements  increase  and  may  seriously  annoy 
the  mother. 

11.  Objective  Signs. 

1.  Active  fetal  movements  increa.sed. 

2.  Passive  fktal  movements  increased. 

3.  Direct    palpation   of   the   f<etus   usually   accomplished 
with  eu.se. 

4.  Intermittent  itf-bine  contractions  marked. 

.'>.    AlHCCLTATlDN  OF  FETAL  HEART,  FETAL  AND  UTERINE  SOUFFLE 

increiLsingly  distinct. 

(>.  The  RATE  OF  GROWTH  OF  THE  UTERUS  Continues  as  .in  second 
trimester. 
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7.  Position  of  the  uterus  at  the  end  of  the  seventh  month 
is  one-third  the  distance  from  the  umbilicus  to  the  ensiform 
cartilage;  at  the  end  of  the  eighth  it  is  two-thirds  the  distance; 
at  full  term  it  has  dropped  back  to  the  level  of  the  eighth  month. 

8.  Changes  in  the  Form  of  the  Uterus.  The  lower  uterine 
segment  thins  and  distends;  the  cervix  becomes  effaced  from  above 
downwaid. 

Pio.  37 


Showing  the  level  of  the  fundus  from  the  fourth  to  the  tenth  montti. 

9.  Changes  in  the  Contour  of  the  Abdomen.  Until  the 
end  of  the  ninth  lunar  month  the  abdomen  shows  a  regular  curve. 
^lien  the  head  sinks  into  the  pelvis  the  epigastrium  is  flattened 
And  the  abdomen  protrudes  more  prominently. 

10.  Presentation  of  part  or  all  of  the  fetal  parts  is 
the  last  and  most  conclusive  sign  of  pregnancy. 

DI40N08I8  or  THE  LITE  OB  DEATH  OF  THE  F<ETUS. 

FoBtos  is  Knovn  to  Be  Living  When  the  Physician: 

1.  Hears  the  fetal  heart  or  fetal  sou£9e. 

2.  Feels  the  fetal  movements. 
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FcBtos  is  Believed  to  Be  Dead  When: 

1.  I'ftal  nir>vnufiit,s  i(-j».se  afrcr  liavint'  Ik-c  ii  felt  l»y  tlie  phvsici&n. 

2.  Felal  heart  toiie.s  ceast!  iifter  Imvitig  Ut-n  heiird  by  the 
physician. 

3.  Tfiii|K'raturR  of  the  viipiia  is  loweretl. 

4.  F<rtiis  lows  ils  iiDrninl  eht.stirity. 

5.  Colored  liquor  amnii  is  jli-svliarifetl. 
(i.  Hcnil  of  the  eliilil  is  .sitfiemiE. 

7.  Mother  lose.s  fie.sh,  hreast'*  ilimini.sh  in  size,  am!  tliei*  is 
genenil  nialuisc.  It  is  tn  he  rememl>ere4l  that  a  eleatJ  f«etus  may 
lie  in  the  utertis  weeks  and  months  after  full  term. 


DIAGNOSIS  OF  THE  TIME  OF  PRSONANOT  AND  PREDICTION 
or  THE  DATE  OF  COKFINEUENT. 


Tlir  exac-i  time  of  conception  is  rarely  known,  hence  it  is  impos- 
sil>le  to  li.\  the  exact  dute  of  coiifuimueiit.  The  dunition  of  iiuniinl 
pregnancy  varies  within  wlih*  liiniU.  I'ri'jjiianfy  may  he  iiccidi-n tally 
terntinatecl  by  a  fall,  diarrhrra,  shock,  etc.  The  normal  limits  are 
plarcil  nt  two  hinidml  and  forty  to  three  tnniiircfl  and  twenty  da)-s. 

Data  for  Determining^  the  Date  of  Confinement: 

1.  From  t]ie  date  of  a  single  iiiltion  coiiiil  fonvani  two  liundreil 
and  sevetity-two  to  two  huiidreil  and  seventy-five  dap. 

2.  From  tlic  first  ilay  of  the  la.st  men.stnial  period  eoimt  Imok- 
ward  three  months  iiml  adr]  seven  thiys. 

3.  From  the  time  of  "quickening"  count  forward  twenty-three 
weeks  in  multipane  and  twenty-fonr  weeks  in  priinipane, 

4.  From  the  level  of  the  fumlus.    (See  Fig.  37.) 

5.  From  the  si7<e  of  the  firlus — an  uncertain  melhoil  rcfjuiring 
long  exf>erience. 

Diagnosis  of  Multiparlty.  It  may  Tiot  he  possible  to  say  with 
certainly  thtit  a  woman  has  given  birth  to  a  child.  The  following 
are  the  anatomical  evidences  of  previous  chiltlliearing: 

1.  RnpttuB  of  the  Hymen  ind  Perineum.  The  hvmrn  may  be  eon- 
gcnttally  absent;  it  may  not  nipture  in  labor,  but  is  usually  ruptureil 
in  coitus,  inasturliatirin,  and  operations  upon  the  lower  |;enitat  tmcl. 

2.  Lftcer&tion  of  the  Oervix.  The  cervix  may  not  he  lacerate)  in 
InUir,  but  may  he  by  dilating  for  iiilraulerine  exptomtions  and 
operations. 
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ri.  XjiMntioiis  of  the  perineum,  wIm'ii  <lmH.-t  vuileiii-t-  am  !>•■ 
exdinlftl.  un-  n-^anNMl  as  pDsitivi-  evi(Ip|M-t'.s  of  mnlliparilv. 

4.  Lac«ratioiu  of  the  Vagina.  When  iliivci  vinlciu-r  hiuI  o|K-rH- 
tiotu  upon  Uie  vaginu  cuii  Im*  trxeluiltnl  .saint  in  the  vufpnal  mucosa 
an-  pejjanietl  as  e^-iilences  of  muldparity.  The  .smoathinf;  out  of 
the  rugosities  iiiav  Iht  <lue  to  niastuHmllon  ami  coiUon.  and  cantint 
br  rq^anhtl  a.i  (tiiirhiMVc  rviilemv  of  iniiliiparity. 

b.  Mimmary  glands  are  pigmented,  flabhv,  and  sliow  the  striie 
[OiaTiilunini  in  a  iiiuhi[Mira;  hut  tht'se  rvidencrs  arc  not  alwnvH 
prcMnt.  and,  on  the  otlier  hand,  they  may  W  present  to  a  ^;reater 
or  h-ss  ilepee  in  wnmcn  who  have  not  Ixinie  chthlrpn. 

6.  Stria  grftviduum  ure  commonly  foun<l  on  the  alxlominal  wall 
ami  tliifihs.  'i'hev  are  the  restilt  of  .■!lret<'hin};  nf  the  .skiti  from  a 
Jawing  tumor,  anil  hence  may  re.sull  from  aliduminal  distention 
Irvm  wliaterer  cause,  not  unly  in  niultipuru^,  but  bLm  in  prim* 
ipunr,  ami  in  the  male  an  well  as  in  the  female.  Uliile  sug^'-slive 
of  pregnancy,  tli«y  cannot  he  r^arded  as  positive  evidence. 

DIAGNOSIS  or  MULTIPLE  PREGNANOT. 

1.  XlnnsuaUy  large  uterus  may  be  due  to  liydramnios,  hydatid 
mole,  lar^e  fa-tus.  and  uterine  lumoK  compjicatinj;  pregnancy. 

2.  Groove  in  the  fundus  M'pnratiitg  (lie  firtUBcs.     Thia  is  an 

untlsuid    liiidiii;;. 

3.  Palpation  of  Two  Heads  or  of  Two  Breeches.  A  positive 
evidence  when  elicitwJ. 

4.  Fetal  heart  tones  heard  in  two  .sepanite  arca-s  and  not 
synchro  noiLs. 

i>.  Vaginal  touch,  demonstrating  two  sepamie  and  distinct  pre- 
senting IjotUes — i.  e.,  two  heads,  two  breeches,  or  a  head  and  a 
breech,  or  two  sepamte  an<l  distii»-(  pn))nidiiifr  'wfT'*  "f  ttienibnnies. 

fi.  Mensuration  of  the  fcetus,  showing  an  ahnonnally  long 
measurcnictit  for  a  single  ftptus. 

DUONOSIS   or   THE   0ATT8ES    07    HEMORRHAGE    OCCTTRRINa 
DURING  PREGNANOT. 


Any  of  the  causes  of  hcmorrhapp  fnim  the  noii-gmvii!  uterus 
(see  page  30)  ntay  operate  during  pregnancy.    We  must,  therefore, 
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uirefully  JUtingulsh  betwtHrn  livniurrhagi^  tlu«  U>  pregnan<7  alone 
and  one  resulling  from  some  complication  of  gestation.  In  so 
doiug  we  must  exclude  the  possibk-  exi-steuce  uf  iuflammatory 
lesions,  of  benign  and  malignant  new-formations,  of  iileers  anil 
erosions  of  the  cervix. 

It  i.s  often  only  with  the  greatest  diffiriilty  that  we  are  able  to 
determine  the  source  of  heiiiorrhage  from  the  pregnant  uterus. 
According  to  Winter,  endometritis  is  the  most  frequent  source. 
With  the  foptus  in  utero  it  is  manifestly  impossible  to  say  with 
absolute  certainty  that  etidumetritis  exists.  Thi»  fact  is  due  to  the 
unreliable  symptoms,  to  the  aljsence  of  any  definite  ])hysic-al  signs, 
and,  6naUy,  to  the  impossibility  of  demonstrating,  by  microscopic 
examinalion  of  scnipiiigs,  tJK-  rharuHcri.stie  hisloici^ral  ehanges  in 
the  dec-idua  before  the  termination  of  pregnancy.  We  are,  there- 
fore, compelled  to  rely  upon  the  historj-  of  endometritis  previous 
to  pregnancy  and  upon  the  exclusion  of  other  possible  causes.  A 
negative  histor)-  does  not  e.\clu<le  the  jjossibility  of  endometritis, 
because  endometritis  may  exist  without  symptoms  ami  without 
apparent  cause. 

The  long  wuilinuiiiipe  of  the  hemorrhage,  the  adinixture  of  muctu 
with  bltuHl,  and  the  habit  of  habitual  abortion  are  suf^^tive  of 
endometritis,  but  a  [Mjsitive  diagnosis  is  only  ma<le  by  a  micro- 
scopic examination  of  the  deciduu  after  expulsion  of  the  egg. 

Placenta  pra-via  as  a  cause  of  hemorrhage  occurring  during 
pregnancy  is  a  most  important  factor  from  a  clinical  point  of  view. 
Hemorrhage  from  placenta  pripvia  rarely  occurs  in  the  early  months 
of  pregnancy,  and  the  liability  increases  up  to  the  time  of  labor. 
The  first  loss  of  blootl  generally  otrcurs  after  the  eighth  month. 

A  charactcrLstic  feature  of  hemorrhage  frtnn  placenta  pnri-ia  is 
said  to  be  its  occurrence  in  the  intervals  Wtween  uterine  contrac- 
tions. The  loss  of  blood  may  be  instantly  fatal  or  may  slowlv 
exhaust  the  patient's  strength.  The  diagnosis  rests  upon  establish- 
ing the  fact  of  pregnancy  and  u]>on  the  physical  evidences  of  a 
misplaced  placenta.  I'mier  favorable  r<mdition.s  the  edge  of  the 
placenta  may  !«■  pidpateil  through  the  vaginal  wall.  In  a  con- 
joined examination  the  fetal  parts  are  indistinctly  felt  through  the 
vagina,  and  ballottement  may  Iw  impossible  of  demonstration.  It 
is  only  possible  to  recognize  placenta  pm'via  by  feeling  the  placenta 
through  the  dilated  cervix.    The  characteristic  string)-  feel  of  the 
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placenta  is  noted.    An  incomplete  plareniH  pnt'via  ia  recognized  by 
sw'wping  the  finger  Ijetween  the  margin  of  tlie  placenta  and  the  aides 
of  the  cervix.    In  complete  placenta  pnrvia.thi^  would  l>c  impos- 
ablc. 
Hemonbage  &om  premature  separation,  of  a  normally  sita- 

ftted  placenta  (accidental  hemorrhage,  uhlatio  placentfc — Holme.')) 
tmiy  occur  lute  in  (\w  [Rritnl  of  pregrmncj'  ur  in  labor.  The  hemor- 
rhage is  apparent  or  concealed.  In  concealei]  hemorrhage  it  ta 
possible  for  death  to  occur  without  the  blood  finding  its  way  out 
tlirough  the  cervix. 

In  making  a  iiiagnosis  of  the  cause  of  the  hemorrhage,  placenta 
prvvia  und  rupture  of  the  uterus  must  be  excluded.  'ITie  former 
ran  only  be  exclude<l  by  palpating  or  failing  to  palpate  the  placenta 
through  the  dilatnl  cer\'ix;  the  latter  i.s  exclude<l  fnini  the  fact  that 
it  occurs  late  in  lalmr,  the  uterus  diminishes  in  size,  and  a  new 
abdominal  tumor  arises. 

In  ciinccaleil  hemorrhage  there  i.s,  in  addition  to  the  usual  general 
figns  of  internal  hemorrhage,  a  sudden  increase  in  the  size  of  the 
uterus;  cnLtation  or  obscurity  of  the  fetal  movements  and  heart 
tones,  and.  finally,  in  place  of  the  soft,  elasticity  of  the  normal 
piegnant  uterus,  there  is  a  boggj-  consistency.  Sometimes  a  nia-vs 
of  fibrin  within  the  cen'ix  may  feel  much  like  placenta,  and  can 
only  be  recognizcKl  with  certainty  by  tlie  aid  of  the  microscope. 

THE  DIAGNOSIS  OF  ABORTION. 

We  may  apeak  of  alwrtion  in  progress,  of  incomplete  abortion, 
ami  of  complete  abortion.  In  making  a  diagnosis  of  abortion  we 
•nu-M  first  establish  the  fact  of  pregnancy.  This  is  not  always 
pOHNible  in  early  abortion  without  the  presentation  of  part  or  nil  of 
tlie  fetal  structures. 

When  hemorrhagtr  from  the  uterus  is  a.s.s()ciati^l  with  painful 
uterine  contractions  the  diagnosis  of  pregnancy  is  most  prol>ably 
TOfTwi.  .\n  irregular  hemorrhage  following  upon  a  period  of 
•JiienorrhtTa  in  a  woman  sexually  malupe  is  always  suggestive  of 
pregnancy,  and  when  the  utenjs  corresjwnds  to  that  of  pregnancy 
^  diagnosis  of  incomplete  or  threatenml  abortion  is  made  with 
wrtainty.  Througli  the  dilated  cer^-ix  it  may  be  possible  to  see  or 
to  feel  the  presenting  part  cif  the  ovum. 
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The  (lia|;ti»sis  of  an  alK)rtiiiti  is  iniiiiifestly  more  tlifficult  when  it 
is  not  certnin  that  prcgiiaiify  has  existed.  This  iliffinilty  arises 
ill  alKjrtiun  of  the  M.Hx>tiil  muiUh,  when  the  expet-ted  tni-iises  are 
ilelaye*!  ami  there  fdllows  a  henmrrhage  unlike  (he  ineriHtnial  Row 
in  appearance  and  in  ainotiiit.  That  pregnancy  exists  Is  suggested! 
by  the  |>eri<Hl  of  mneniirrlifra,  the  softening  am)  diseoloratioii  of  the 
een*ix,  the  slight  enlargement  ami  softcnicig  of  the  uIchls,  and  the 
dismtoratinn  of  the  vagina  and  vulva,  'iliese  e\-irlences  of  preg- 
naney,  together  witli  ihe  unexpeeted  appearanee  of  a  uterine 
hemorrhage,  are  all  Imt  eonelu.sive  pnMtfs  of  an  alKirtiun.  All 
hloo<]  expelled  should  \ye  carefully  searches!  for  fetal  tissue. 

After  establishing  the  fact  of  pregnancy  and  of  al>ortion,  it  then 
becomes  imperative  to  detennine  whedier  the  almriioii  is  complete 
or  incomplete.  With  hut  few  exceptions  the  heinorriiagc  »HII  con- 
tinue as  long  as  thp  uterus  is  not  thoroughly  emptied,  and  will 
eea.se  the  moment  all  the  fetal  structures  are  expelled.  The  utenia 
rarely  eontnicts  firmly  stt  long  a.s  fetal  .siructua*s  remain  in  the 
utenw;  and  the  patient's  health  is  likely  to  lie  influenced  by  exces- 
sive discharges.  When  putrefactive  changes  take  place  in  the  fetal 
remains  the  pr(\senee  of  a  malignant  growth  or  sloughing  fihmid 
may  Ije  ."itis[>eL'tetl  where  pregnancy  is  not  considered  jKwsihIe  or 
pmbahle.  Mistakes  will  often  Im-  prevented  by  bearing  in  mind 
the  possibility  of  pregnancy  in  every  caw  of  delaye«l  inenstruation 
followed  by  prolraeted  hemorrhagic,  fonl-sinclling  di.si-harges,  and 
an  eniarge<l,  -softene<l  uterus. 

It  is  to  be  remembered  that  in  some  women  there  is  a  pericKlical 
How  of  blood  for  one,  two,  or  more  montlts  after  conci'ption.  We 
may  say  with  certainty  that  abortion  is  txunplete  when  the  expelled 
ovum  is  intact,  or  ufter  a  digital  or  instrumental  exploration  of  (he 
uterine  eavity.  We  may  say  with  certainty  that  abortion  is  incom- 
plete when  only  a  portion  of  tlie  ovum  is  knowti  to  have  been 
expelletl  or  when  fetal  remains  are  found  in  the  nlcni.t  by  ex*ploi^ 
ing  with  the  finger  or  instruments. 

THE  ANATOMIOAL  DIAGKOSIS  0?  PRCaNANOT. 


The  diagnosis  of  pregnancy  may  not  be  ma<le  with  certainty  from 
the  subjeelive  and  objective  .signs.  There  may  Iw  a  complete 
absence  of  alt  subjective  .symptoms,  or  the  patient  may  deny  their 
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existence.  Again,  an  early  abortion  may  not  be  reco^ized  by  the 
patient  m  ^uch,  ami  the  <liagnosis  must  rest  upon  the  tiiacrost.Njpic 
ami  tnicnxsctipir  rxuitunation  (if  cxiK^llcd  tnH»»i-N  ami  nH'inhmnt;» 
or  of  scraping  removed  by  the  finger  or  cvirette. 

The  macroscopic  dia^osis  of  pregnancy  is  mode  from  naked- 
eye  im-jKTtioii  "f  jMirticIe.H  reniuvt^l  fnxn  the  uterus — i.  e.,  chorionic 
vilU,  ileeiduA,  fe-tal  liody.  It  is  not  always  possible  ti>  recognize 
these  structures  with  certainty  by  the  unaided  eye,  and  in  such 
cases  the  micro»cope  is  indixpea^uble. 
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The  microscopic  diagnosis  of  pregnancy  U  Itirgcly  Itased  upon 
the  fiiuling  of  cliorionir  villi  aiicl  decidual  cells.  These  are  composed 
of  a  connective-tissue  framework  in  which  are  found  fetal  blood- 
vessels. The  connective  tissue  is  coniixjsetl  of  round,  spindle-shaped 
or  Stella te-shn|>cd  cells,  with  an  inierrelliilar  iniifinous  sulwtnnce 
tdenrical  to  thai  of  Wharton's  jelly  in  ihc  iitiibilii-al  etml.  Fibrillar 
proce^wc:!  join   tlie  cells   forming  u   luitwnrk.     The   bkHNJ vessels 
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coursing  through  the  .ttroiua  are  eiKJuthelial-lined  canals  in  the 
early  weeks  nf  pregnancy;  later  they  uiiiuire  a  muspiilar  wall.  As 
pregnancy  advances  the  embryonic  connective-tissue  cells  Ijecome 
matured  into  fibres  forming  a  more  eompact  stroma.  The  epithelial 
coverings  nf  the  villi  in  early  pregnaTicy  are  compose*!  of  two 
distinct  cellular  layers.  The  innermost  layer  is  that  of  Ijinglians, 
forming  a  single  or  double  row  of  spindle-shaped  cells  immediately 
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nt  oalatnnar  virfUioKnm.    The  inwrtlaDduUr  oonncctiro  tiMue  !■  rclatJnily  mahI. 


covering  the  struma.  In  the  early  months  of  pregnancy  I^nghans' 
layer  is  clearly  defined,  but  in  the  later  months  it  may  wholly  lo.sc 
Its  identity. 

Overlying  JjHighan-s'  layer  is  the  syncj-tiumj  an  irregular  band 
of  protoplasm  containing  many  nuclei  and  vacuole*.  The  nuclei 
are  round  or  oval,  and  take  a  deep  slain.  Ttie  protoplasm  is  finely 
granular  and  contains  vacuoles  of  considerable  dimensions.  Giant 
cells  and  buds  spring  from  the  syncytium,  particularly  at  the  top  of 
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th«  villus;  these  uLs<i  conlaiii  niidei  am)  vncuules.    The  .svncytiiim 

and    Laii^bann'   laver  tuuv    wholt)*   iJi^ppear  atui    the  cutincc-tive 

I  tissue  (indrrgo  partial  deii^'nenition  wlicii  n-laiiml  in  the  uterus  for 

I*  conhidrrabje  time.  TTie  term  "placental  shadows"  is  applied  to 
stich  a  condition.     (Sw  Plate  XX.) 

Thf  pr^scncf  of  chxtrionie  villi  in  discharged  memimiiujt  u  froof 
positive  of  a  tderinr  prrgnancy. 

The  deridua  may  be  re^nleit  nn  the  endometrium  of  pre^ancy. 
It  U,  iheref<ire,  a  aiatenial  Mtrueture.  The  endometrium  becomes 
thickened  even  to  tenfold.  This  thickening  in  due  to  an  increase 
in  size  of  the  varioas  elementn  of  the  endometrium.     Prom  the 

^bc^ginning  of  pregnancy  the  conneetive-tissue  eelU  of  the  nuiwwa 

''increase  in  size  four  and  even  six  times  their  ori^iuHl  proportions. 
This  growth  is  due  more  to  an  increase  in  the  celt  protoplasm  than 
to  the  cell  nuclei.  'ITiese  hypertrophies!  connective- tissue  cells  are 
knuwii  &»  d«.'iduul  tflls.  In  fonn  they  clo.s«ly  n.-.sc!nible  .stjuunious 
epithelium.  Tlie  iiiiinwtivc-ti.ssne  siwces  arc  nlntost  wholly  oblit- 
erateil  by  compression. 

Vetiu  and  arteries  whic-h  in  the  mucr>sa  of  u  non-j;ravitl  iiteniM 
are  scarcely  visible,  in  the  di^riduu  are  lur^-  IiIimmI  channels  itiul 
spares. 

It  is  most  im]>on:tnt  to  cnnsider  the  changi*»  in  the  glandM.  Tliey 
liectmie  greatly  enlarged  and  turtuous.  Near  their  outlet  the 
surrounding  <Ie<'ieliijil  cells  compress  the  gland,  and  deeper  in  the 
(lecidua  the  glands  are  tortuous  ami  enormously  increased  in  size. 
These  glandular  changes  divide  the  decidna  into  a  compact  and 
spongy  layer.     Al>ove  is  the  compact  layer,  where   the  glands  are 

'compressed  and  the  decidual  cells  are  closely  packed  together; 
below  \A  the  gponrjif  layer,  where  the  decidiia  i.s  honeycomlted  by 
distemled,  tortuous  glands.  In  the  expulsion  of  the  placenta  the 
line  of  cleavage  is  within  the  compact  layer.  The  regeneration  of 
the  glands  and  surface  epithelium  originates  in  the  gland  epitliclium 
of  the  spong}'  layer. 

Tile  epithelium  of  the  glaud.n  U  transfonne<i  from  the  cyllmlrical 
type  to  the  cubical  or  Italtcneil,  containing  bul  little  cell  protnplusni 
and  closely  resembling  Mpiamous  epithelium.  Many  layers  of 
iiamous  epithehum  have  Inren  oliserveil.     It  is  evident  that  a 

rdiagnosis  of  glaiKlular  endometritis  or  of  malignant  adenoma  might 
be  mtule  where  pivgnancy  is  unsuspected. 
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CHAPTER   XVIir. 

TIIK   MICKOSCOI'lC  DIAGXOeiB  OP   EXPELLED  UEMBUAKES 
FROM  THE  UTERUS. 

DeL'IUL'A   (IF   ISTKAt'TERI.ME   rREOXA.NCY. 
DbCIDUA  of  KxTttAlTTERINK   PrBGNANCV. 

Dkcii>i  A  OF  Mk.\»tkuation. 

llNOItnANIKKIl    MsMHRANEa. 

Orwasizfj)  Mbmbraniw. 

Trie  phvsiciaTi  will  be  called  upon  to  iletermitie  tbc  imtun.'  of  a 
meinhmne  or  ma.s.s  spontanea i.sly  exjK-IUtl  fmin  the  uterus.  Hrre 
the  micpos«>jx-  h  inilt.sp4.>n.<iiil)k-  to  a  ]J«>sitivc  iliagiiosis.  It  is  of 
priiiiu  liiipurtuiK-e  lu  Qritt  determine  whether  or  uot  tlie  uiemhniiie 
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Chat  from  irterlno  ntvllj'  In  exfolbrtlw  nrulnnKlTitlii,  Tn^mlvmnnn*  itymraorrbwB,  ualuntl 

is  orguniTnl.  Pladiig  the  inemhmne  in  cold  water,  if  ii  liei'oiiies 
friable  am!  dlsintejitrates  it  is  miorganixwt.  Under  the  niiemscope 
a  fibrinou.s  stnietiin'  ih  .stni.  in  the  iiieHhes  of  wliieh  iire  blcMMl  relU 
ill  all  stage's  of  disintegration.  Caleareous  concn-lions  may  be  ex- 
pellee] H|KintHn»>u.slT  or  renir»veil  by  the  fiin-tt^-.  They  pndwbly  come 
from  <-nlcareoii!(  depo?iits  in  miimn.*)  polyps  or  siihinueotis  fibniids. 


1CS0SC0PW  DIAGXOSIS  OF  EXPELLED  UFMBRAXBS    !« 

Of  the  organixed  stmdures,  we  will  consider  the  devulua  of  inlra- 
jirteTinp  prepnancy,  the  ileci<haa  of  extra-ii  tori  lit*  |iri-{;iiHiir_v.  thf 
tdeciMiia  of  menstruation,  anri  the  vcsioIm  «>f  hy<itttifomi  mole. 


MEMBRANOUS   DTSHENORHH  (ZA 

U£T£ITIS). 


EXFOLIATIVE  ENDO- 


Becmiae  of  the  occmreiwc  of  menstruation  aroompanied  hy  a 
dUcIiar^l  tnembraiie  and  great  pain  the  condition  is  spoken  of 
as  memhranoiu  dysmenorrhcva ;  hut  since  the  discharged  mem- 
brane does  not  resemble  that  of  the  uterine  mucosa  during  men- 
struation, but  does  ver)'  closely  rcs<!mlile  interstitial  exudative 
endouMtritl'i,  a  better  terra  to  employ  woulil  )>c  exfoliative  endome- 
tritis. This  iloes  not  imply  that  the  lesion  is  neees.sarily  inHam- 
matorr  in  origin,  inasmuch  as  there  are  no  known  facts  to  sub- 
stantiate such  an  asijertiun.  NothJiig  definiti*  is  known  <if  the 
cause  of  this  lesion. 

The  first  clinical  ob.wr\ations  were  made  in  1723  by  Morgagni. 
When  the  existence  of  pregnancy  can  l)o  excluded  lieyond  all 
pa-uihle  doubt  a  clinical  diagnosis  is  made.  Where  there  h  any 
puuisibility  of  pregnancy  a  positive  diagnosis  an  only  be  made  by 
a  microscopic  examination  of  (he  dischHrge<)  niembnine,  and  e\'en 
here  difficulties  will  arise  Itecause  of  the  presence  of  large  con- 
nective-ti:isue  cells  resembling  decidual  celU. 

Macroscopic  ExaminatioQ.  The  memWane  mnOy  appears  a.^  a 
ctimpletc  CfLst  of  (he  uterus.  In  form  it  in  triangular,  pn-senting  an 
opening  ut  each  angle^i.  e.,  (he  internal  os  and  the  utenne  ends 
of  the  Fallopian  tubes.  The  outer  surface  is  sliaggy  and  of  a  dull- 
gray  color;  it  is  sometimes  overlaid  with  a  coaguUim  of  IiUkkI. 
Opening  the  .sac  nothing  l4  found  within  to  suggest  fetal  nMiiains. 
The  inner  surface  is  .smooth  and  jire-.^cnt.'^  numertHi.^  xmall  openings 
which  represent  tlie  mouths  of  glands.  The  membrane  la  1  to  3 
mm.  thick. 

Microscopic  Examination.  In  general  the  membrane  may  be  said 
tu  rcsemlih-  i-xudative  interstitial  emlomelritis.  The  .surfaci<  cpitlie- 
lium  may  l>e  intact  or  pnrtially  or  wholly  lost-  The  glan<ls  are 
irregularly  cornprcsswi  and  nj^lcly  .svpamieil.  A  rather  character- 
wtic  feature  is  the  zigzag  course  of  the  glands.  The  .ftroma  is  more 
or  less  crowdeil  with  small  round  cells.  In  the  lower  strata  are 
fret|uently  seen  large  conneciive-tlssue  cells  which  closely  resemble 


146 


SPECIAL  DIAGNOSIS 


cimilual  cells.  The  presence  of  these  cells  sometimes  makes  It 
difficult  and  nt  times  impossible  to  distinKuish  the  membrane  from 
the  decidua  of  pregiiaiicy.  C.  Ruge  cnlled  attention  to  the  fact 
that  decidual  cells  are  not  evidences  of  prepiancy;  that  these  cell* 
are  found  in  occasional  fonus  of  endometritis. 

In  exfolialive  endometritis  these  coimective-tissue  cells  are  less 
uniformly  enlarged  ttiau  in  the  decidiia  of  pregnancy, and  upon  tliia 
fact  the  diagnosis  must  lately  be  based. 

Tub  Dii4mo(ii8  of  KxfKt.r.Rn  Mkubbakbs. 
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Decidual  etUii  are  hypertrophic  tonnertive^issue  odZr.  There  an 
eauses  of  hiffterirophy  of  thfse  crllx  other  than  preynaney,  and  brnee 
il  i#  that  decidual  eelln  are  not  pathognomonic  of  pretpiancif.  The 
only  positix'e  evidence  of  pretjnaftry  in  ditcharffed  membranes  i>  the 
pretence  of  chorionic  tfilti. 


CHAPTER  XIX. 

THE  DIAGNOSIS  OF  ECTOPIC  PEEGNANCY.' 
Etiology. 
Classification. 

I.  Ampullar. 
II.  Interstitial. 
III.  Infundibular. 
Retrogressive  Change.s  in  Fcetus. 
Anatomical  Changes  in  Tube. 
CuNicAL  Diagnosis. 
Subjective  Signs. 
Objective  Signs. 
Differential  Diagnosis. 

ETZOLOGT  or  EOTOPIO  PREGNANOT. 

1.  Predisposing  Oaoses.     1.  Mechanical  interference  with  the 
passage  of  the  ovum  through  the  tube  from — 

(a)  Tuniors   in   and   about   the   tul>e — L  c,   mucous   polyps, 

ovarian  and  parovarian  cysts. 
(6)  PersLstence  of  the  fetal  type — small  lumen  and  convoluted 

course  of  the  tul>e. 
(c)  Peritoneal  bamls  constricting  the  tul>e  and  drawing  it  out 

of  position. 
{d)  Congenital  anomalies  in  development,  namely,  diverticuli, 

rudimentary'  fimbrin*. 
(e)  Malpositions  of  the  tul>e,  either  congenital  or  acquired. 

2.  \joas  of  cilia  and  epithelium  through  inflammation. 
Gonorrhoea  has  been  mentioned  by  Gottschalk,  Braun-Ternwald 

and  Handler  as  a  frequent  forerunner  of  tubal  pregnancy.  Tuber- 
culous and  puerperal  infections  of  the  tube  play  a  less  important 
but  by  no  means  insignificant  role.  Erich  Opitz  detected  signs'of 
inflammation  in  all  of  his  23  cases. 

'  Tba  Mitbor  scluiowledBen  hin  indebteil □#)<•■  to  J.  Clarence  Webster,  from  whoee  mono- 
(npbon  "  Ectopic  Pni(iuncy  "  much  al  the  material  in  this  chapter  ha^  been  taken. 
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II.  Essential  Gatise.  While  the  ahove  ronHitions  nro  frerpiently 
prc-sciit,  it  is  a  inaitiT  of  rommon  oIxwr\'ation  that  tul)fll  pregnancy 
may  ucintr  in  an  appHrently  nunnal  tiil>e. 

Webster  affirms  that  in  ectopic  pregnancy  there  is  a  genetic 
reaction  in  the  tul>e  wliich  is  e».st;iitiul  to  tlie  iaiplaiilatioii  and 
ilevelopnicnl  of  the  ovum  in  the  tul>e  as  truly  as  is  a  similar  gt^nctic 
reaction  In  the  uterus  essential  to  uterine  gestation.  This  genetic 
reaction  con.sists  in  the  formatinn  nf  (iecidnal  tissue.  It  is  elaimed 
by  Webster  that  n  ilccidim,  however  limiteil.  Is  always  to  hf  found 
in  the  pn^nanl  tulw.    Without  a  decidua  the  ovum  would  find  no 
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Eetorie  n»r«il<iD  ia  blind  MOMwry  inbriaied  uutHiuiy  ul  tiM  nab\  tub*.    iJ««Ml.) 


abiding  place  in  the  tube,  even  in  the  presence  of  the  above-nametl 
predisposing  causes.  In  the  event  of  a  decidual  fontialion  in  the 
tuW  these  pn^li-kposing  causes  will  wtw  to  ohstmct  the  pa.ssagv.of 
the  ovum,  making  possible  the  implanlatiun  of  the  ovum  in  the 
tube  rather  than  in  the  utcrii5. 

Ectopic  pivgnancy  may  occur  at  any  time  during  the  period  of 
sexual  maturity,  but  with  the  greatest  frcijuenc)'  between  the  ages  of 
thirty  and  forty.  It  is  stat«l  that  a  long  period  of  ;$terility  pre- 
disposes to  ectopic  prcgnam-y,  probably  because  of  the  existence  of 
one  or  more  of  the  above-named  predi.sposlng  causes.  Tubal  gesta- 
tion occurs  five  times  as  frequently  in  multipars  as  in  prunipare — 
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a  fact  which  may  again  be  explains]  on  the  groun<i  oF  the  <levelo|)- 
mpnt  of  the  al»ove  predisposing  causes.  We  <H.'casii>nuI!y  see 
reports  of  cases  in  wliich  a  secoml.  ihiril,  uad  vwn  fourtli  f^cstation 
has  occurred  in  the  same  tube,  or  has  oc?(iirrc<l  aheniately  \\\  both 
lubes. 

Recurrmce  o}  Pregnaney  in  the  Same  Tube.  Pregnancy  has 
occurml  the  .voond  and  third  time  in  the  .lame  tube.  In  a  case 
uf  Grandin  the  second  pregnane}'  was  rect^nize*!  only  two  months 
after  the  removal  of  the  first  gestation  sac. 

H.  C.  Hindlt-r'  reported  a  case  recurring  in  the  stump  of  a  tube 
that  was  previously  renuivcd  for  tiilml  pregnancy. 

Bilateral  tubal  pregnancy  is  an  exw'whngly  rare  condition. 
Kristinus'  lately  de»crib«l  such  a  case. 

Pr<^ancy  seems  as  frequent  in  one  tube  as  in  the  other.  Muhiple 
ectopic  pregnancy  is  pussiblt' — that  is,  an  uvuui  in  either  tube,  a 
twin  pregnancy  in  a  single  tube,  a  norirml  uterine  pregnancy  together 
with  a  tubal  pregnancy,  and,  finally,  uterine  pregnancy  together 
with  pregnancy  in  both  tubes.  Hanna  flnds  69  cases  of  IuImI 
pr^nancy  a.ssociaied  with  uterine  pregnancy.  Vilkin  reports 
<iS  ca.ses  in  literature,  in  20  of  which  both  fa-tuses  approachetl 
maturity.  Simpson*  reviews  the  history  of  113  cases,  and  adds 
one  of  his  own.    He  give-s  tlie  following  class! Rcation: 

Class  1.  The  woman  becomes  pregnant  while  carrying  the  dead 
prwhicLs  of  an  ectopic  gestation. 

(la.*!  2.  'ITie  ectopic  and  uterine  gestation  arc  both  liiing  at  the 
same  time. 

(a)  Ectopic  gestation  precedes  the  uterine. 

(b)  Ectopic  gestation  follows  the  uterine. 

(c)  Ectopic  and  uterine  gestation  occur  crtincidcii tally. 

In  nearly  three-fourths  of  the  ca-se^  the  ovum  develops  in  the 
ftiDpuUary  portion  of  the  tube  and  with  about  e(]ual  freiiuency  in 
tlie  interstitial  aud  fimbriated  portions. 

CLASSIFICATION  OF  ECTOPIC  PREOHAKCY. 


I.  AmpoUar  Tubal  Pregnancy,  in  which  the  gestation  begins 
io  the  ampullar  end  of    the    tube.     Ampullar    tulwl    prcgiiaJioy 


■  AiHlrkliak  M«Lir>l  OmMU.  Auturt  30.  1903. 

■  A»BtkM  Journal  of  ObttMrfa*.  Uanrli.  IW>t. 


■  WItti.  kllQ.  Woobenwhr..  No.  *7. 
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may  periust  as  such,  or  the  gestation  shc  tnay  nipture  from 
tube. 

1.  Persutent.  In  rare  instances  the  gestation  in  the  ampulla 
may  go  to  full  term.  The  gestation  sac  is  pcdunculat«<l,  nwvaUlc, 
incarcerates  1,  or  fixed  by  atlhesions.  When  conBnecl  to  the  pehis 
the  utonis  and  ovar}-  are  crowded  to  the  opposite  side;  when  hirge 
and  lying  in  the  abdominal  caWty  the  uterus  may  nut  be  displaced. 
As  a  rule,  the  (testation  sae  lies  at  the  siile  of  or  l)ehind  the  utent.i, 
rarely  between  the  bladder  and  uterus.  Adhesions  may  finnly 
Wnd  the  tube,  uterus,  and  ovarj-  nether. 


Tta.  dS 


I'lrtMfie  pmitiMiry  lor-alml  in  the  Mterinv  tttiA  it  the  lube.     Thin  micbl  be  called  «  labo> 
inlcrnlliaJ  iireKnaficy.  inaunuch  aa  th*  ut«ni>  turmiMl  n  |»tl  tit  lb*  faMMfam  mo. 
{■ncMinry  had  kdvAOcad  Mbntit  u^i  w«alu-     Rm>tuT«  IumI  ik)4  <ieewr«d. 


3.  Rupture  may  occur  early.  TW  most  likely  exit  '\»  between 
the  layers  of  the  broad  ligament,  lliough  not  inrrecpiently  it  ruptures 
into  the  free  iwritoncrtl  <'avi(y. 

(a)  Subpcritoneoabdominal  gestation,  in  which  tlie  ovum  escapes 
through  the  lower  segment  of  the  tube  between  the  layers  of  the 
broad  ligament.  Here  the  ovum  may  perish  or  go  on  to  full 
development.  Rupture  u.sually  t»ke.s  [tliicc  not  later  than  the  four- 
teenth week.  The  escape  of  the  f<rtus  and  blood  may  be  gradual 
or  abrupt.  So  gradual  may  the  proce.ss  be  that  no  gct>cral  di.sturi»- 
anee  will  be  eau-snl,  and,  on  the  other  hand,  die  fnetus  and  bl(MK] 
may  be  discharged  in  .such  u  manner  tu>  to  occasion  profound  shot-k. 
As  the  gestation  sae  enlarge.s  the  layers  of  the  bioad  ligament  are 
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paroinl,  tlic  {lelvie  viwem  arc  pttshrd  to  uiie  side,  the  peritoneum 
M  strippe*!  from  the  bladder,  uterus,  rectum,  and  peUic  wall, 
[^ler,  as  the  fetation  sac  increasi'.s  in  si»e,  it  hurrows  1>cneatli  the 
parietal  and  visceral  peritoneum,  crowding  the  viscera  forward 
and  to  the  riide. 

The  placenta  miiy  remain  attached  to  the  tut>e  or  escape  with  the 
fiptus  between  the  layers  of  the  bn>atl  Ugaraent  and  tiecome  altaditxl 

any  of  the  raw  surfat-cji.    The  lulic  may  lie  Htrelched  out  over 

gestfttion  sac  as  a  mere  ritlge.     Itupture  into  the  peritoneal 

may  lake  place  at  any  time  after  the  escape  of  the  orum 


iTity 


Pm.  <3 


IWl  Faflopwn  lu.be  with  wlofiicccHlatMin  in  ilivfTrtHmliini.   a.it.  BnlAtioii  i 
nllh  ilivvrticultiiu.     (Jew«it,J 


CLiuiiiiuiuealinK 


and  blood  between  the  layers  of  the  broad  ligament.  The  danger 
to  life  in  such  an  event  is  imminent,  and  imme<liate  surgical  inter- 
ference is  imperative, 

OestatioD  Comes  to  an  End.  I.  Itv  the  Foumation  op  a  Hjuma- 
TOUA.  The  accumulated  blood  destrf>ys  tlie  life  of  the  foetus. 
Rupture  of  the  tuU*  lm.s  l>oen  known  to  tKiiir  after  the  death  of 
the  ftetus  (Braun-Kemwald).  The  growth  of  the  pliu-cnta  sul>se- 
quent  to  the  death  of  the  fictu.s  i.s  the  prolnible  cause.  The  lower 
the  attachment  of  the  placenta  the  greater  the  hemorrhage,  und 
hence  the  greater  liability  of  destrojing  the  life  of  the  ftttus.  The 
blood  undmnincs  the  peritoneum,  .sometimes  encirchng  the  uterus 


J 
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and  rectum,  and  displacing;  the  viscera.  Coagulation  of  the  blood 
is  rapiil,  and  eventually  coniplcic  }diH(ir|)tinn  of  (he  riots  or  the 
orgfliiizntion  of  the  c!ob4  into  ftdhc,sioiis  follows. 

2.  By  Suppi^RATiON.  This  event  is  usually  late.  It  is  unusual 
for  an  acute  abscess  to  follow  a  liiematoma  of  the  pelvis.  The 
more  lutJaiate  the  relation  tu  the  liowel  the  ureater  the  liability  to 
suppurate.  If  the  aliswjM  Js  not  opened  by  surgical  intervention  it 
may  luTome  absorl>e<l,  but  will  almost  surely  find  its  way  to  a 
hollow  vi^us  or  externally  throu^i^h  the  vagina  or  alidoiniiiul  wall. 


\' 


X 


(y' 


AiiipuU>r  tubm]  i>recn>jier.      PcdIub  sirroiiKiiled  by  ■  bloixl  etwculsai, 

Parrj-  reports  a  case  in  which  rupture  occurred  thirty-two  years 
after  the  formation  of  an  abaceJM.  Twelve  kusks  are  recordeil  in 
which  the  fcetus  was  discharge*!  through  the  IhiwcI. 

(i)  T uhoperiUmeal  gestation,  in  which  the  placenta  remains  in 
the  tul>e  and  the  foetus  escapes  into  the  ]>cntoneal  cavity.  The 
pnibability  of  such  a  cnntlilton  was  long  held  impassible.  'ITie  first 
authentic  ca.se  reported  wa.s  tlint  of  Croora.  Webster  made  sectional, 
dissectional,  and  mienwcoj>ic  studie-s  of  the  case,  and  proved  the 
existeuize  of  tuboperitoneal  gestation  beyond  dispute.  Webster 
holds  that  it  is  as  yet  unpniven  that  a  firtus  can  eKca])r  into  the 
peritoneal  cavity  free  nf  its  investing  membranes  ami  then  rlevelop 
to  full  lemt;  lie  doubts  the  probability  of  sucli  an  occurrence. 
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Furthermore,  it  is  u  yet  unproren  that  the  early  complete  ovum 
can  escape  into  tlie  perituiiea)  cavity  utid  there  p>  on  to  develop. 
\3  staterl  by  Welwter,  it  is  inconceivahle  ihat  a  villous  covered 
ovum  call  eacupe  into  liie  peritoneal  cavity  and  there  await  the 
jevelopinpnt  of  iiiten'illoii'i  hloo«l  sjmo'.s. 

Gestation  raay  terminate  hy  nipture  of  the  tube  ami  escape  of 
blootj  into  the  free  peritoneal  cavity.  The  amount  of  WimkI  lost 
may  he  insignifif^nt  and  occa-iion  no  constitutional  effects;  while, 
lagain,  tlie  blood  may  instantly  eM-a]>e  in  such  large  amount.'i  as  to 
jeopardize  the  life  of  tlie  mother  and  fu-tus  unless  surgical  inter- 
vention is  prompt.  The  cunset^uences  to  Uie  mother  are,  therefore, 
dependent  uptm  the  extent  of  ilic  tear,  the  rapidity  with  which  the 
blood  Ls  allowed  to  escape,  and,  finally,  upon  timely  surgical  intcr- 


Fm.  ti 


<'n|>erii->nmU  mptur*;  tilth  wnk.     XvPcm  eoaiBl«4«ly  ruptured,     a,  ovwin  rtill 
itidiiiy  adlMratu  to  iu  otifiiwl  i4i«.     (Jemttj 

icrence.  The  fdetu.s  may  plug  ^''^  openiriji;  and  prevent  the  escape 
of  much  blood,  or  the  blotwl  may  cncajie  at  intervals  and  eveiitnally 
aaaime  large  pwipcirtions  without  seriously  depressing  the  patient. 
(See  Plate  XXI.) 

Interrupted  hemorrhage  may  also  lie  due  to  contraction  nnd 
retraction  of  the  tul*  and  bloodvessels.  Though  the  fiuatitity  of 
bloo4l  lust  in  an  interrupted  hemorrhage  may  lie  equally  as  great  as 
in  the  immefliflte  escape  of  hlw)*!,  the  etfect  upon  the  mother  is  far 
less  serious.  Th*-  later  in  pi-egnancy  the  rupture  wcurs  the  more 
seriou."!  the  consequences,  because  of  the  unusual  size  of  the  rent, 
the  failure  of  the  muscular  wall  to  retract,  the  presence  of  large 
^blood  sinuses,  and  the  failure  on  the  part  of  the  foetus  to  be 
>rhed. 
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Prior  to  the  end  nf  the  second  month,  if  niptiire  takea  place,  the 
hemorrhage  will  usually  not  be  ^reat,  and  the  ftpftis  will  almost 
certainly  1*  ahsor!")e<l.  llupture  has  been,  known  as  early  as  the 
second  week.  The  time  of  greatest  frcciuency  for  rupture  to  occur 
is  fnun  the  sixth  tn  the  fourieenlh  week.  The  greatest  number 
rupture  in  the  second  month. 

'ITie  cscapeti  blood  accumulates  in  the  moat  dependent  portion 
of  the  pelvic  cavity.  There  it  is  rapidly  coagulated,  and  is  later 
absorbed,  suppurates,  ur  is  organi^tcd. 

Fritsch  says  there  is  no  cose  of  peUic  iuematoccle  in  which 
ectopic  pregnancy  can  be  positively  ruled  out;  while,  on  the  other 


Fno.  46 
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TuImJ  nbonloa.     A  Un»  tnirspfriioiicil  facmontMat  ocvnrrfd  In  lk«  mtovi  month  at 

lirnciuuicy.     TltF  luVic  U  dark  rt«l  nnil  Sarcer  Uuui  b  bma'a  llitimtr.     Pnim  tho  •fatkimiiwl  uid 
<if  Ui«  tiilie  a  bliHK)  Roajpilurn  i*  m*n  u>  ■neap*. 
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hand,  such  authorities  as  Kobcr  aiitl  Frcnnd  have  reported  cases. 
It  is  unusual  for  acute  peritonitis  to  follow  the  development  of  a 
hematocele,  though  it  is  the  rule  for  |)eritoneal  adhesions  to  form  I 
about  the  mass  of  esctt|)eil  bU>od. 

OeaUtion  May  Be  Destroyed.  1.  Br  the  Kvent  of  Ti'Bal 
Abortion.  By  tubal  alwrtion  is  meant  the  escape  of  the  ovum 
through  the  lin]bnn(e«]  end  of  the  tulw  into  tlie  (leritoncal  cavity. 
This  implieji  that  the  tube  must  he  patent  at  its  fimbriated  end. 
Acrording  Id  Dobberls,  tul>al  at>ortion  is  three  to  four  limes  aa 
fret|uent  as  niptnre  of  ihc  tulw.  All  authorities  agree  that  it  is 
much  more  frequent  than  rupture  of  the  lube.  Tlie  contractions 
of  the  tube  expel  the  ovum,  forcing  it  in  tlie  direction  of  least  resist- 
ance.   The  nearer  the  attachment  of  the  ovum  (o  the  timbriale<t 
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end  of  tbp  tube,  the  jj^reatcr  the  liability  m  alxirtinn.  Hemorrhage 
is  mrely  con.iidpnihle.  'ITje  atithor  reraovwi  two  gallnris  of  blood 
frooi  die  perituiitfal  cavity  hs  the  re^iuU  of  tubal  uburtiuu.    All  tliat 


Flo.  4T 


I B I rtlif  mralry  ruplurcof  »  tubal  |)raKi»ncy-     Knptnre  al  Ibe  wUudu*.  whhi 

ut  ill*  fuKua- 


■p« 


hu  been  said  of  luboabrfominal  gestation  in  reference  to  the  fate 
of  the  motlier  and  oviini  applies  lu  tulml  atiortioit,  though  with 
less  foree.  The  hcmorrhagr  is  rarrly  so  great  and  ihr  ffrtiis  is 
iisuallv  absorbed.  Hence  the  mother  mav  and  indeed  often  does 
suiTer  hut  little  (V\g.  4fi). 

2.  Br  THE  Formation  of  a  Mole.  The  fvtus  dies  and  is 
preserve*!  in  its  entirety,  foniiing  h  fleshy  mule.  The  death  of  the 
(ivTim  13  caused  by  an  escape  of  hlftrn!  into  the  fetal  membranes. 
Al  [iist  the  mass  ap|)ear.s  like  a  fresh,  Bmi,  blood  clot.  Later  it 
organizrs  an<l  l>ecnni<^  puler  as  the  blood  ahsorlis  ami  organizes. 
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3.  Bt  tbe.  Pormatiox  tip  ax  Abstrss.    St-coiuiBn*  infrction 
the  o\-utn  and  escapeil  WrioJ,  as  a  rule,  occurs  thnmgh  the  lji>wrL 
In  this  manner  a  pTosalpiox  may  be  formed,  leaving  no  trace  of 

pregnancy. 

4.  By  TUE   FOIUL\TION   OF   AX  ADIPOCERE,    A    UTBOP.EDI&X    OR 

ilt'MMY,  wlierp  the  ftrtus  is  far  aiivuncvN)  in  it.s  developmeni. 

IT.  Interstitial  tubal  pregnancy,  in  which  that  portion  of  the 
tube  lying  within  llie  uterine  wall  eneloses  Ihe  gestation  sac.  This 
is  an  unusual  location.  'Hicre  may  Iw  lulxiuterine  pregnancy,  in 
which  the  ovum  lies  (Hirlly  witliin  the  interstitial  portion  of  the 
tulif,  [tartly  within  the  uterine  cavity,  .\gain,  the  ovum  may  first 
develop  within  the  interstitial  portion  of  the  tulH-,  and  later  l»e 
expelled  into  the  cavity  of  the  uterus  ("tubal  abi>rtion").  The 
gestation  sac  forms  a  part  of  the  utenoe  tumor,  and  lies  w-ithin  the 
attachment  of  iJie  round  ligament — all  other  fonu^  of  tubal  pref^ 
nancy  lie  extcnial  to  the  n>unil  ligament.  Interstitial  pn^gnancy 
may  go  on  to  full  term;  the  fo.-tu.s  mar  die  at  any  prrio«I  of  its 
development,  or,  finally,  rupture  of  the  tube  may  permit  the  ovum 
Ui  escape  into  the  uterine  cavity,  l>etween  the  layers  of  the  broail 
ligament,  or  directly  into  ihe  peritoneal  cavity.  In  any  event,  the 
resulting  hemorrhage  may  he  fatal. 

III.  Infundibular  tubal  pregnancy,  in  which  the  ovum  is  found 
in  the  infumlibulum.  Tlilt  is  an  unusual  condition.  The  behavior 
Is  similar  to  Oiat  of  ampullar  pregnancy.  Tlie  tube  !»  likely  to 
adhere  to  surrounding  .stnictures,  ami  by  adhering  to  the  ovar}'  a 
tubo-ovarian  pregnancy  becomes  pwisiblc. 

&£TBOQRESaiVE  OHABOES  IN  A  DEAD  f  OBTDS. 


1.  Mummification  is  a  process  of  desiccation,  the  water  beii 
extracte<l  fn>ni  the  frrtus.     In  addition  a  deposit  of  earthy  salts  is 
often  superimposed. 

2.  Calcification,  in  which  the  fetal  membmncs  and  placenm  and 
rarely  the  superficial  parts  of  the  fo'tus  are  penneatol  and  incrusted 
with  lime  salts.  There  is  rarely  formed  a  ilense  incrustation.  It 
is  not  uncommon  for  an  adhesive  peritonitis  to  be  set  up  about  the 
lithopH-dion.  'ITie  petri6e«l  oviini  may  remain  in  the  tul>e,  in  the 
peritoneal  cavity,  or  In'tween  the  layers  of  the  Imwd  ligament  for 
yean  without  creating  s«rious  <llHturbance.    VTell-formeil  children 


Secondary  Ahdomtnal  Pr-egnancy  ai  Eighi  Months. 
Primapily  Tubal. 

Tit*  prlnruiry  ■tutchmani  or  the  plaoeiiut  ka  plnlnly  dl*o*rntt>l*  Mt  th« 
OPtglnal  lub«l  »lte.  AFMr  rupiurw  lh«  plwcvnUi  grsw  and  boaarn«  niuieh«d  lo 
■  iMfye  ■urTACfl  on  llic  aniarlor  alxlomtnMl  iWMll.  The  child  'was  d«liver«d 
Uirough  n  rMrvutaWnw  vBginsl  Incision.      (Jawett-t 
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may  be  bom  while  the  parent  still  carries  a  lithoptedion.     Death 
may  result  from  peritonitis. 

3.  Adq>0C6re  fonnstioii,  in  which  the  ovum  is  converted  into 
a  soap-like  mass.  Calcareous  deposits  may  be  found  in  the 
adipoceie. 

4.  Gangrene  of  the  foetos  may  result,  and  if  surgical  inter- 
ference is  not  instituted  death  from  septic  infection  and  peritonitis 
will  follow. 

It  is  possible  for  a  perfectly  healthy  and  well-formed  child  to  be 
delivered  by  sui^cal  means,  but,  as  a  rule,  the  foetus  is  poorly 
developed  and  not  viable. 

ANATOHIOAL  0HANOE8  IN  THE  TUBE. 

MaconB  Membrane.  In  the  tubal  mucosa  decidual  changes 
are  always  to  be  found  (Webster).  This  view  is  not  universally 
accepted.  Webster  has  never  failed  to  demonstrate  a  decidua  in 
the  tube,  but  finds  great  variation  in  the  location  and  extent  of  the 
development.  The  early  specimens  more  clearly  show  this  so-called 
genetic  reaction  than  do  the  advanced  cases.  The  decidua  may  be 
confined  to  a  narrow  ring  about  the  tul>e.  It  is,  therefore,  not 
strange  that  conflicting  statements  are  made  concerning  the  presence 
of  a  decidua  in  the  tube. 

It  is  often  necessary  to  make  sections  from  various  portions  of 
the  tube. 

As  in  uterine  pregnancy,  so  in  the  tulie  we  find  a  decidua  vera, 
reflexa,  and  serotina.  The  decidua  vera  is  composed  of  a  spongy 
and  compact  layer,  as  in  uterine  pregnancy.  In  the  compacta  the 
decidual  cells  are  closely  packed  together,  while  in  the  spongy 
layer  they  are  separated  by  gland-like  spaces  formed  by  mucous 
folds.  In  later  months  the  distinction  l>etween  the  compact  and 
spongy  layers  is  lost.  In  the  earlier  .stages  the  surface  epithelium 
remains  intact,  but  as  time  goes  on  the  cilia  are  lost,  the  cells 
become  flattened,  and,  finally,  wholly  disappear.  As  in  the  endo- 
metrium, the  decidual  cells  are  derived  from  the  connective  tissue 
of  the  mucosa.  They  are  essentially  greatly  enlarged  connective- 
tissue  cells,  and  show  great  variation  in  size  and  form.  In  far- 
advanced  cases  these  cells  l)ecome  elongated  into  a  fibrous  structure, 
and  loose  their  <lecidual  character. 
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The  decidua  serotina,  that  portion  of  the  decidua  known  as  the 
placental  site,  is  relatively  larger  than  is  the-  serotina  of  the  preg- 
nant uterus. 

Fio.  48 


HvmstoniB  of  the  left  broad  ligament  lying  cIom  to  the  uterui. 
Fio.  47 


IlB-mBtoma  nf  the  left  broad  lisament  and  extending  in  frunt  of  the  oervix  to  the  right 

side  of  the  uterus. 

The  decidua  reflexa  may  or  may  not  be  present.    Some  authorities 
disclaim  its  existence.    As  stated  by  Webster,  the  tube  lumen  may 
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Bevorni  the  attachment  of  the  ovum  the  tubal  mucosa  may  not 
suffer  phaiige.  Noi  infrfHiticntiy  tliH-ithial  changes  art*  Tvct>gin)ie(l 
(Imiiighoiit  the  entire  mueosa  of  the  inhe.  As  the  ovum  enlarges 
and  Hlls  the  tube  the  .surface  epithelium  is  compressed  and  wholly 
disftppears;  so,  also,  with  the  decuhia. 

The  muscular  wall  of  the  tube  varie.s  in  thickness  in  lUffereut 
sections  and  in  the  varioi].s  stages  of  pregnancy.  In  the  early 
montlis  the  musculature  thic-kcns  llmnigh  hj-pertrophy.  In  the 
later  montlis  pressure  and  stretching  of  the  musculature  may  cause 
all  traces  of  muscle  fibres  to  wholly  disappear. 

The  peritoneal  covering  of  the  tube  is  stretched  by  the  growing 
ovuin.    Inflaminiitory  iidhe-sions  may  form  about  the  lulie. 

Regarding  the  fetal  membranes,  there  w  little  that  differs  from 
tlie  membranes  of  noruial  uterine  gestation. 

THE  OLIKIOAL  DIAOKOSK  OT  ECTOPIC  PREGHANCT. 


The  clinical  diagnosis  of  ectopic  pregnancy  is  made,  first,  by 
establishing  the  fact  of  pregnancy,  an<l,  second,  by  locating  the 
gestation  sac.  The  subjective  signs  are  of  %'nlue  in  e^abltshing 
the  fad  of  pregnancy,  hut  the  location  of  the  ge.slHtiun  sac  can 
only  be  determined  by  a  physical  examination. 

Subjective  Signs.  The  subjective  signs  may  not  differ  mate- 
rially from  those  of  uterine  pregnancy  of  a  similar  nge.  In  the 
«arly  weeks  of  an  ectopic  gestation  the  patient  is  seldom  aware 
of  atiy  unusual  complications,  while  in  Uic  later  months  the  sj-mp- 
tom.1  scklom  conform  to  those  of  normal  pregnancy,  and  give 
rise  to  feelings  of  appreliension  on  the  part  of  the  patient.  Not 
so  with  the  physical  signs;  these  are  to  be  differeiitiatwl  from  the 
lionna!  fruni   ihc  enrliest  time. 

1.  Ce&sation  ol  meiutnutiOD  occurs  in  aboul  oric^half  uf  the  caaea. 
The  hemorrhage  when  present  comes  from  the  emlometrium. 

2.  Uonung  sickness  occurs  at  about  the  same  time  and  to  aliout 
the  siiuii'  extent  as  in  uterine  pregnancy. 

3.  Nsrvotu  phenomena,  such  as  ringing  in  the  ears  and  despond- 
ency, are  likely  to  be  exaggerated  above  that  of  normal  uterine 
gestation. 

4.  Foriodie  coUek;  puns  are  unlike  anything  dial  shouM  occur 
in  normal  uterine  pregnancy.     It  is  Oiis  incident  that  commonly 
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first  attractH  the  patient's  atifntioti  tj)  her  cuniiitioii.  T^icse  pains 
art  said  to  W  <Iue  to  the  (-ontractinns  of  the  uterus  and  preg^iant 
tube.  In  chanirter  they  are  inlennitteiit  ami  rronipiii;;.  and  are 
tocnted  in  the  repon  of  the  utenw  and  affected  tuhe.  During  these 
paia'i  njpturr  of  the  gestiitioii  sac  mar  tKvur. 

ObJMtiva  Signs.  The  objective  u^ri  differ  e.*«H?ntially  from 
those  of  uterine  pestation. 

L.  TIm  mamoury  glasdi  do  not  often  :ihow  the  marke^l  c;iuiiige.s 
■ccompanying  uterine  [)r>yiianry.  'ITie  areola  i.<  ]x»rly  marked 
and  the  secretioti  »f  rolo.siniin  i.n  K-unt. 

2.  IHscoloratioD  of  the  mlva  and  vafisa,  Boftanln|>  of  the  va^iaal 
portioD  of  tbc  cervix,  and  comprtssibUity  of  th«  lower  uterine  segment 
may  all  lie  pres<-iit,  hut  Nfildoui  to  the  ilegree  fmind  in  uterine 
gesution. 

3.  ActiTB  fetal  moTementa  may  be  rerofniized  earlier  and  niih 
greater  ea-se  than  in  uterine  prej^iaiit-y,  pn>vided  the  fietus  lies  in 
clow  proximity  to  the  abdutiiiiiul  wall.  Later  un  the  movemenls 
may  be  readily  seen  thniiigh  tlie  parietes. 

4.  IntermitteDt  atertne  contractions  are  often  present,  though  not 
to  the  ilegrrr  foutiil  in  uterine  prej.'iuincy. 

5.  Direct  palpation  of  the  fetal  parts  may  tie  ver^  difficult  and 
obwure,  or  very  easy,  depending  upon  the  relation  of  the  fa?tus  to 
the  abdominal  wall. 

G.  Aniealtation.  a.  Fetal  heart  tone»  htv  lic^nt.  with  varying; 
de^frees  of  distinrtneas,  depending  upon  the  <ievelopment  of  (lie 
foetuA,  its  relation  to  tlie  abdominal  wall,  and  upon  the  thieknc&s 
ol  the  Utter. 

h.  The  fetal  souffle  i-<f  rarely  hearrl,  and  only  in  the  latter  half  of 
pK^tnancy. 

c.  The  placental  souffle  is  rarely  heard  after  the  third  month, 
and  only  oti  the  side  oet-npied  by  the  |^*statiori  mm-. 

7.  The  rate  of  grovth,  tonn,  position,  and  consistency  of  the  utema 
vary  eomdderahly  from  that  of  uterine  gestation.  While  the  uterus 
almost  always  erdarf^,  it  never  attains  a  prealer  size  than  that 
of  a  four  months'  pregnant  uteras,  and  does  not  enlarge  reguUrly 
and  progressively  as  does  the  gravid  uterus.  The  neairer  the  ges- 
tation sar  li  to  the  uterus  the  larger  the  uterus  develops.  Cases 
ure  recorded  in  wliich  the  uterus  did  not  develop,  but  these  are 
exceedingly  rare. 
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The  general  contour  of  the  uterus  differs  somewhat  from  that  of 
the  iiunnul  }>regiiant  uteni.s.  It  rvtiuii.'S  iiiucli  tlit-  ^atne  fomi  us  iln«s 
the  non-pregnant  nteriis.  The  transverse  diameter  is  proportion- 
ately less,  and  there  is  no  shortening  of  the  cer\"ix  in  ailvanced  cases. 

The  ulenis  seltloni  lies  in  the  ineiJian  line,  hut  is  crowded  to  one 
sicio  hy  the  gravid  tulw. 

In  consistency  the  uterus  changes,  but  not  to  the  degree  found 
in  uterine  gestation. 

X.  The  discharge  of  th*  ntwiue  decidaa  U  an  I'vtnt  peculiar  to 
ectopic  pregnancy.  Part  or  all  of  the  uterine  de<*idna  may  be 
expelled  at  any  time  tluring  the  course  of  an  ectopic  pregnancy. 
A-s  a  rule,  the  deriilua  is  expelled  piecemeal,  rarely  in  its  entirety. 
Much  blood  may  accompany  the  discharij^^d  clwi(hia  and  completely 
mask  the  accompanying  fragments.  Where  ectopic  pregnane}'  is 
suspected  the  escapes!  blood  should  \te  carefully  preseni'ed  by  the 
nun-ie  for  the  inspection  of  the  physician. 

Histologically,  the  uterine  dccidna  of  ectopic  pregnancy  does  not 
differ  essentially  from  that  of  uterine  gestation,  the  distinguishing 
feature  lieing  the  absence  of  fetal  stnictures. 

SPlTfliou.s  I^ADoil-  At  full  term  pains  not  unlike  thaw  of  Ialx>r 
come  on  and  constitute  what  is  known  as  spurious  labor.  These 
pains  may  occur  weeks  before  the  end  of  full  term,  and,  on  the 
other  hand,  may  altogether  fail  or  lie  lielayeil  one  or  more  iiumths 
iM'VoTtd  full  term.  The  paiu-s  commonly  continue  a  number  of 
hours,  as  in  nonnal  hilKtr,  but  have  l>een  known  to  [>ersist  for  a 
week  and  longer.  They  vary  in  inlensily  and  location;  often  they 
are  sievere  and  located  in  the  side  of  ihe  pelvis.  A  bloo<ly  discharge 
appears  shortly  after  the  un»et  of  the  pain,  ami  with  it  there  is 
usually  a  dischai^  of  decidual  membrane.  The  amount  of  blood 
lu«t  may  be  alarming. 

Following  sjmrious  lalior  the  fcrtus  always  dies,  the  liijuor  amnii 
lietiimes  absorl)e<l,  the  ge.-ttation  sac  contracts,  and  the  fuetus  under- 
goes changes  previously  referred  (o,  namely,  nuuiimirication,  tith<i- 
piedion,  gangrene,  and  adiporerr  formations. 

9.  "Intraperitoneal  Hemoirhaga.  It  may  l>e  stated  at  tlte  uulset 
that  its  signs  and  .'ij'Tnptoros  consist,  speaking  generally,  of  the  .tigns 
and  symptoms  of  au  acute  and  sudden  abdominal  lesion  flu^  thase 
of  severe  internal  or  coni-ealed  hemorrhage,  and  that  whenever 
these  are  present  in  a  female  patient  during  the  chiklbearing  i^, 
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tbe  prohabtlitv  of  their  being  due  to  a  disturbed  ectopic  gestation 
sl)oul<i  lie  vividly  present  to  the  physician's  mind.  TTie  RinI  sjin[K 
totn  U  the  ncctirrencc  of  a  .sudiifii  nnd  severe  pAin  in  the  JtlMlonten, 
accompanied  very  often  with  vomiting.  The  pntient  ahnost  imme- 
diately expresses  herself  as  feeling  cvtremely  fuint  ami  ill.  She  is 
f]uite  cuiiseiou.s.  and  rcioaiiiii  so.  The  alMJomeii  is  uflen  mure  or 
less  disleiidei]  and  rigid,  and  it  becomes  excessively  tender.  Tliere 
is  soon  noticed,  along  «-ith  the  usual  signs  of  collapse,  a  gradually 
increasing  pallor  of  the  surface.  The  pulse  iiicrea.ses  in  frenuency, 
vitbout,  at  first,  any  ctirn-sponding  rise  in  temperature,  and  becomes 
weaker  and  more  compressible.  Presently  it  is  only  now  an<J  then 
that  it  is  perceptible,  and  finally  it  cannot  be  felt  at  all.  The 
patient  complains  of  feeling  mure  ami  more  faint;  her  pain  perlmp.s 
abates;  she  InMxtmes  restle-ss,  aometinips  vomits,  often  sijjhs  ihrply, 
rawns  and  exhibits  other  signs  of  weariness,  and.  if  left  untreated, 
gradually  .sinks,  maintaining  a  perfectly  cleur  intellect  to  the  last. 

"Such  is  a  picture,  imperfect,  as  all  attempts  to  descrilw  such  a 
condition  in  wonls  niu.st  Ik:,  of  the  clinical  aspect  of  a  |>aticnt  with 
diffuse  intra-alxlominal  hemorrhage.  Xow  and  then  ihe  bleeding 
becouicfi  .spontancou.sly  arrested,  the  patient  rallies,  and.  if  ni)  fovsh 
outburst  occurs,  the  blockl  becomes  grndimlly  absorber!  and  tbe 
patient  recovers.  But  the  comlition  is  one  in  which  no  .such  for- 
tunate residt  can  he  counted  upon,  and  in  which  tbe  tendency  is 
not  to  rei'overy,  but  to  <leatb,  and  to  wry  speedy  death,  for  the 
majority  of  cases  end  fatally  within  forty-eight  himrs.  and  many 
within  A  much  shorter  time.  In  the  case  of  the  wife  of  a  medical 
friend  of  my  own,  death  occurred  within  three  hours  from  tbe 
beginning  of  the  attack. 

"If  I  were  asked  upon  what  points  I  shuuM  principally  rely  in 
diagnosing  this  condition,  I  shoulil  W  disposed,  in  the  light  of  my 
own  experience,  to  enumerate  the  following,  viz.: 

"(a)  Tlie  fact,  that  at  the  mimietit  of  the  attack  the  patient  wa.s 
in  her  usual  health.  This  cirrumstance  -would  render  it  highly 
inipmbable  that  the  symptoms  were  due  to  gastric  or  intestinal 
perforation  or  to  rupture  of  an  inleniul  al)sccs.s  or  suppurating 
cyst. 

"(b)  The  gradually  increasing  |>allor  of  the  patient  and  the 
i;raflually  rising  pulse  rate  (without  correspn riding  ri.se  of  tempera- 
ture), both  being  indicative  of  internal  heiuorrbage. 
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"  (c)  Tlie  extreme  teinlerness  of  the  abdomen.  To  this  symptom 
I  have  leanied  to  attach  a  very  spedal  vahie.  It  often  misleads 
the  oinUca)  atteiulant  into  supposing  thai  there  is  ucule  general 
peritonitis.  It  cannot,  llK-refonr,  be  too  strongly  iiudstcil  upon 
that  markeJ,  and  even  excessive,  alxlomitml  tenderness  (hn-s  not 
necessarily  imlicate  an  inHamniatory  coniliUoii,  U  is  met  with,  for 
instance,  in  ovarian  tumors  when,  as  the  rcMih  of  rotation  of  the 
pedicle,  they  have  become  the  seat  of  hemorrhages,  intntcystic  and 
intrjimural.  It  is  quite  true  that  peritonitis  is  a  not  infnijueitt  later 
result  of  this  ucculent,  but  this  luurkeri  teuderneas  may  W  oljserved 
when  on  openitig  the  alxlomen  there  is  no  visible  sign  of  inflani- 
mation. 

"  (d)  If  a  menstrual  ])eriod  has  Iteen  misseil  or  is  overdue  the 
diagno!ti.s  of  the  case  is  )|ir<;atly  facilitat»l;  but  it  docs  not  follow 
lliut  because  menstruation  has  been  regular  rupture  of  an  ectopic 
gestation  may  be  evchided.  For  some  of  the  most  ap|>aIHngIy 
sudden  cases  of  rupture  occur  (as  I  hope  to  point  out  later)  at  a 
%'ery  early  stag*-  of  t!u-  pn-gnancy,  even,  it  may  bt-,  U^fure  a  single 
perioc]  has  been  misse<l.  Hence  arreste<l  menstnialion  is  not 
essential  to  Ihe  diagnosist  though  wlien  present  it  is  a  valuable  help 
to  it.  If  ill  addition  to  the  arresteil  or  delaye^l  menstruation  (here 
is  morning  sickness,  the  diognosLs  is  even  further  facilitated.  Hut, 
after  all.  tbe-w  signs  of  early  pregnancy  ilt>  not  prove  very  much. 
They  do  not  even  pnive  that  the  pregnancy,  if  pres«'iit,  is  ectopic, 
or  that,  whether  it  is  or  not,  it  has  an}'thing  Ut  do  with  causing  the 
present  illness.  AM  that  can  be  said  is  that  when  symptoms  are 
present  that  suggest  the  |)osaibility  of  a  niptured  ectopic  gestation 
these  signs  of  pregnancy  scn-e  to  cinifinn  the  suspicion. 

"These  are,  so  far  as  I  have  been  able  to  observe,  the  main  helps 
to  a  correct  diagnosis. 

"There  still  remains  to  be  consiilered  one  or  two  other  points  of 
diagnosis  of  Ies.s  inipctrtance  than  those  just  imlicatril. 

"It  is  frequently  stated  in  text-lxioks  that  when  there  is  intro- 
alidominal  hemorrhage  there  wilt  l)e.  the  usual  signs  of  the  pn^srncc 
of  free  Hui<l  iu  the  peritoneal  cavity.  In  a  case  of  verj"  extensive 
effusion,  and  in  a  patient  without  much  fat  in  the  abdominal  wall, 
it  may  lie  possilile  to  obtain  evidence  of  fluctuation  and  nf  duhiess 
in  the  flanks,  shifting  on  change  of  pasture,  but  such  eviileucc  is  not 
usually  fortlicorning. 
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"lAsUy,  a  word  must  be  saicl  as  to  the  evidence  obtainal^e  by 
vaginal  examination.  Here,  agnin,  the  »i^s  are  not  ver>'  definile. 
There  is  no  distinct  circuinscrilxfd  swelling  to  bv  felt,  as  in  the  vase 
of  encysted  eflfiiaioiis  (pelvip  hfipmatocolc).  All  that  can  be  made 
out  w,  in  tlie  words  of  my  friend  Mr.  John  W.  Taylor,  'a  full  and 
Ixjggj-  condition  of  the  pouch  of  DougIn.s,  suggestive,'  to  the  expe- 
riciiceil  finger,  'of  the  presence  of  fluiil  or  semiclotied  blood  within 
the  pelvis,  but,'  as  he  goes  on  to  say,  'the  symptoms  denoting  that 
a  lethal  hemorrhage  is  actually  taking  place  are  of  chief  importance." 
■"niere  i»  ver)-  often  a  slight  hemorrhage  going  on  from  llie 
ragina,  gemTully  n*ganU^I  by  the  jmtieiit  eiiher  as  due  to  the  iip|»ear^ 
ance  of  a  delaye^l  menstrual  [wrimi,  or,  if  she  believes  herself  to  be 
pregnant,  as  indicating  the  probability  of  a  miscarriage. 

"0«nng  to  the  gradual  subsidence  of  the  pain,  and  the  patient's 
freedom,  as  a  rule,  from  anything  like  alarm  about  herself,  the 
extreme  gravity  nf  the  condition  may  easily  Im-  overltwiked.  In 
fact,  as  Mr,  Tavlor  has  pointed  out,  it  U  more  fret^uent  to  find  that 
the  medical  attetxlant  has  failed  to  appre<-iate  the  danger  than  that 
he  ha.s  maile  an  incorrect  diagnosis."     (Cnllingworth.) 

10.  BimanTial  Examination.  An  aniralhctic  will  lie  found  nf 
inunensc  udvuntage  in  making  a  bimanual  examination.  Great 
variations  are  obsen'ed  in  the  hK-al  fuidings  of  ectopic  pregnancy. 
Vessels  are  felt  to  pulsate  In  the  vaginal  vaidl,  particularly  on  the 
side  of  the  gestation  .'^■k-.  The  vagina  may  Ik>  displaceil  and  mis- 
sbapeil  liy  the  gestation  sac  ami  uccnmidateil  blood  above.  The 
▼a^nal  walls  are  made  (o  bulge  at  the  sides  and  behind  the  uterus, 
and  the  vagina  may  be  pushed  far  to  one  sitle. 

The  uterus  is  almost  invariably  displaced  by  the  tumor  mass. 
Tlie  m<Jst  common  displactfrnent  is  fom'ard  and  upward,  l>ecause  of 
the  frequency  with  which  the  blood  collects  in  the  pouch  of  IVugtas. 
The  uterus  is  elongate*!,  but  is  never  so  broad  as  in  uterine  gestjilion 
of  A  similar  jKiriod  of  development.  Iw  consistency  is  firmer  than 
in  uterine  pregnancy,  the  lower  uterine  segment  is  not  well  marked, 
and  tlie  cer^-ix  is  not  .shortened. 

The  pr^iant  tulH-  i.-*  not  unlike  the  inflammatory'  swellings  of 
(he  tul>e.  Witlntut  oilier  eviilences  of  pregnancy  it  would  be  imp(»s- 
.siMe  to  .say,  with  assurance,  that  the  tube  is  pregnant  and  not  di^ 
tended  with  bloorl,  pus,  or  serum.  As  in  -sacto.'udpirix,  the  prt^imnt 
tube  commonly  lies  low  at  the  side  of  or  behind  the  utenis. 
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In. interstitial  pregnancy  the  gestutiun  sac  forms  with  the  uterus 
a  single  ma-ss,  distinginshisl  by  a  more  elastic  consistencv  as  roii- 
trasteil  with  the  ftrmer  uterine  tissue. 

1 1 .  Exploratory  vagiaal  incisioa  )ia.s  lioeti  prartisml  by  Grandin 
am]  Spinelh  ah  a  last  resort  in  the  making  of  the  diagiuwls.  Because 
of  tlie  inadvisability  of  operating  on  such  ciLses  tlirough  the  vagina 
the  l>etter  procedure  would  lie  to  make 

12.  An  exploratory  abdominal  incision  througli  which  uiiy  operative 
procedure  may  be  carried  out 


DIFFERENTIAL  DIAGNOSIS  OF  EOTOPIO  PREONANOT. 

Pregnancy  in  a  Retroverted  Uteras.  Since  the  gestation  sac 
of  an  ectopic  pr<'giianry  frequently  hca  behind  the  uterus,  and  since 
in  the  early  montlui  the  size,  form,  anil  consusteney  of  the  uterus 
of  an  ectopic  pregnancy  do  not  differ  widely  from  that  of  intra- 
uterine pregnancy,  confusion  is  likely  to  arise.  Here  an  ausesthetic 
examination  is  nf  the  greatest  value.  Under  amrsthesia  the  uterus 
shouKI  hv  located  and  clearly  outlined  apart  from  any  mass  outside. 
In  an  ectopic  pregnancy  lying  in  the  retrouterine  .space  the  utenis 
lies  well  forward,  arnl  by  its  funn  and  consi-stency  can  usually  be 
outlined  apart  from  the  gestation  sac.  The  aiuitoinicul  distinctions 
between  the  pregnant  uterus  and  the  utenis  of  an  ectopic  pregnancy 
an*  to  !«'  Ijorne  in  mind.  In  uterine  pregnancy  the  uterus  is  more 
elastic  and  soft,  the  lower  uterine  segment  is  clearly  dcRned,  and 
the  transverse  diameter  is  relatively  increased.  The  possibility 
of  a  combined  uterine  and  extrauterine  gestation  is  to  lie  borne 
in  mind. 

Uterine  pregnancy  cnniplicated  with  a  tubal  or  ovarian  swell- 
ing may  easily  be  confuscfl  with  ectopic  pregnancy.  The  difficulties 
are  increased  when  the  uterus  is  enlarged  through  inflammation 
(chronic  metritis).  Such  a  uterus  when  gravid  will  not  liave  the 
U3UaI  elasticity  and  .softne^  of  a  normal  pregnant  utenis.  On  the 
other  hand,  the  abtloininal  wait  and  uterine  musculature  may  Ite  mo 
thin  as  to  give  the  impression  that  the  foetus  lies  outside  the  uterus. 
In  the  first  trimester  the  physical  examination  of  the  uterus  alone 
can  only  serve  to  suggest  the  possibility  of  pregnancy.  ANIwn  from 
the  size,  position,  consistency,  and  contour  of  the  uterus  pregnancy 
is  susfMn'ted,  the  next  step  is  to  determine  whether  the  odnexa;  arc 
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pnlarged  from  prepiancy,  infection,  or  a  new  formation.  The  his- 
lorj-  must  Iw  carpfuUv  considervtl,  with  .s|Krctal  reference  on  the  one 
hand  l«  pregnane}-  and  on  the  other  to  infertion.  The  pregnant 
tube  is  uauallv  of  softer  eoti^^isteiicv  and  less  tender  ttiau  are  inflam- 
mator)'  swellings.  More  ennrusing  still  Is  the  f»era.sioiial  rtecurrenee 
of  a  tubal  pregnancy  implanted  upon  an  inflammatonr*  swelling  of 
Uie  lul>e.  Here  and  indewl  in  all  roses  the  history  will  l)e  of  the 
greatest  value  in  making  the  differential  diagnosis.  The  unilateral 
involvement  of  the  tul>e  is  evidence  In  favor  of  tubal  pregnancy, 
Ihuiigh  bituleral  tubal  pregnancy  is  fmssible  and  unilateral  involve- 
ment of  the  tube  and  ovary  is  common.  A  pr^naut  tube  is  not  so 
likely  to  l>e  fixevl  by  adhesions  a.s  is  a  salpingitic  swelling,  and  len- 
dcnicss  is  not  so  great. 

As  a  last  resort,  when  u  diagnosis  is  imperative,  a  sound  may  lie 
passed  into  the  uterus,  or  if  there  is  evidence  to  support  the  belief 
tliat  un  alxtrtion  has  octrurrttl,  the  uterus  may  be  curetted  and  a 
microscopic  examination  made  of  the  scrapings.  If  deddua  and 
fetal  tissue  are  found  the  pregnancy  must  have  been  intra- 
uterine. 

If  no  dwidua  is  foun<!  we  are  not  to  conclude  that  luhiil  preg- 
nancy cannot  po.isihly  !«■  present,  Iwcause  it  is  |M>ssible  that  the 
decjdua  was  previously  exjH-lled.  This  fact  was  illustrated  by  a 
case  reporte*!  by  Tanneus. 

Pelvic  Exndate.  Especially  When  following  upon  an  Abortion. 

A  periml  of  amenorrlia-a  may  be  interruptt^l  by  nleriiie  heniorrhage. 
No  fetal  structures  may  have  been  recognized  in  the  escaped 
blood.  From  such  a  history  the  examining  physician  is  unable  to 
decide  whether  it  was  a  uterine  aliortion  or  a  ruptured  Iiilial  preg- 
nancy. If  not  examined  until  some  time  has  elapse<l,  ami  there  is 
found  a  moss  in  tlie  pelvis,  the  question  will  arise  as  to  whether 
lliere  f\ists  an  inflaniniatorj'  exiliiate  or  the  gestation  sac  anrl  the 
excapeii  blooil  of  a  niplun-*!  ectopic  pregnancy.  If  an  inflatnnialory 
exudate,  the  histor)'  should  point  to  a  pelvic  infection  following  the 
abortion,  to  a  rise  of  temperature,  and  to  pain  in  the  pelvis.  The 
mass  should  be  firmly  fixeil  and  leniler.  In  ectopic  pregnancy 
there  is  less  tenderness  and  pain,  and  the  general  symptoms  of 
aepsis  are  not  present  uidess  the  masji  has  l>ccoinc  infected.  A 
very  good  general  rule  1o  be  remembered  is  that  in  a  pelvic  abscess 
the  fever  and  high  pulse  rate  precede  the  development  of  the  pelvic 
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exmlate,  while  in  ectopic  |>regnaiicy  there  is  iii>  fever  or  rise  of  pulse 
rale  before  the  developineiit  uf  the  tumor.  Furtberinore,  with  the 
development  of  the  inflaminatory  exudate  the  general  sjTiiptoms  of 
infection  increase,  while  with  tlic  sudden  appearance  of  an  e.scape<l 
ma.s.s  foUounng  upon  the  rupture  of  a  gravid  tube  the  temperature 
is  likely  to  l>ecome  auhnormal. 

Finally,  an  ex[)Iorutory  puncture  or  iticision  through  the  vaginal 
wall  will  determine  ihe  tnie  nature  of  the  swelling.  If  a  pelvic 
abscess  develops  it  may  not  be  possible  to  determine  whether  it 
was  derived  from  an  inHammatory  exudate  or  from  a  secondary 
infection  of  an  ectnpie  pregnancy.  In  the  removal  of  the  pus,  fetal 
tissue  may  or  may  not  be  discovered  either  by  the  naked  eye  or  by 
the  microscope. 

Pregnancy  in  a  bicoraate  uterus  may  closely  resemble  an  ectopic 
pregnancy.  The  diagnosis  may  lie  deareil  up  by  the  discovery  of 
a  septum  in  the  vagina  or  cer\'ix.  It  Is  seldom  possible  to  palpate 
the  mund  ligament,  but  if  found  to  lie  attached  to  the  uterus  external 
to  the  gestation  .tae  the  pregnancy  is  either  interstitial  or  in  a  horn; 
if  the  round  ligiitnent  liesitttemal  to  the  gestation  sac  a  tubal  preg* 
nancv  is  positivciv  jtrcsenl. 

Pregnancy  in  a  rudimentary  bom  cannot  be  distinguished  from 
tu!>al  pregnancy  l>efore  opening  the  ahuionnnal  cavity.  It  is  then 
recognised  by  finding  the  in.serlion  of  the  round  ligament  p.ttemal 
In  the  gcitfttion  sac. 

Ovarian  ttunors  may  be  <)ifHcidt  to  distinguish  from  an  ectopic 
pregnancy.  In  ovarian  tumors  the  breasts  may  enlarge  and  .secrete 
colostnim.  and  tliere  nuiy  l>e  morning  sickness  and  anienorrbupa. 
With  the  aid  of  an  aiiivsthetic  n  biniainial  examination  should  deter- 
mine the  diagnosis,  j\s  a  rule,  the  utenu  con  be  clearly  outlined 
iliHtini*t  friHu  tlie  ovarian  tumor,  and  is  found  not  (o  differ  from  the 
normal  non-gr«vid  uterus. 

Rupture  of  an  ovarian  cyst  may  suggest  a  possible  rupture  of 
an  wtopic  pregnancy.  The  absence  of  u  history  of  pregnancy,  the 
presence  of  a  long-stauiliny  Imnor.  and  the  al«ience  of  changes  in 
the  uterus  suggestive  of  pregnancy,  including  a  dedilua,  should 
suffice  for  Ihe  making  of  a  diagnosis. 

Torsion  of  the  {ledii-le  of  an  ovarian  cyst  may  give  rise  to  pain 
anfl  sjTnptoms  of  int«*nial  hemorrhage  not  unlike  those  of  a  nip* 
tured  ectopic  pregnancy.    A  consideration  of  the  points  referred  to 
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In  die  above  paragraph  on  rupture  of  an  o*urian  cyst  shuulil  serv*' 
in  excluding  ni[Hiirr  nf  an  ectopic  prej»nanc_v. 

An  ovarian  tunior  complicating  pregnancy  is  at  times  confusing  in 
the  (ltagnoa.<!.  The  shape,  size,  and  conjilstency  of  tlie  uterus  will 
usually  serve  in  determining  the  presence  of  a  uterine  pregnancy. 
The  great  iin]>rol)al)i)ity  uf  n  tubal  pregnancy  complicating  a  uterine 
pregnancy,  tt^ther  with  the  usual  signs  of  an  ovarian  cysl,  will 
usually  clear  up  the  diagnosis-  If  the  cy^l  is  large  i(  will  be  observed 
that  then"  is  an  absence  nf  Imllottement,  of  fetal  Henri  tones,  and 
of  fetal  ninvemcnbi  In  tthni  U  suspccterl  of  being  a  gestation  sac. 

Fibromyoma  of  the  uterus  can  scarrely  be  mistaken  for  ectopic 
pregnancy.  There  i.s  an  absence  of  a  history  of  pregnane}*.  The 
uterus  shows  none  "f  the  changes  chanicteri^tic  of  pregnancy.  The 
tumor  is  of  long  stan«iing,  wliirli,  togeilier  with  its  firm  consislcncy 
and  close  relation  of  the  utenis  to  the  tumor  mass,  ^ouhl  leave 
lilile  doubt  as  lo  the  diagnosis.  An  expUiraiory  curettage  of  the 
utrnis  will  fail  to  find  a  deciihia. 

Malignant  disease  of  the  pelvis  by  its  irrc^Uir  outline  may 
suggest  an  ectopic  prcgnani-y.  and  the  more  so  when  occurring  in 
llie  "(ItKlging  perif.Kl."  The  aUwiici*  of  (In*  "(igiis  of  pregrmufy  and 
iW  pre.<«ence  of  general  signs  of  malignancy  shouKl  exclude  tlie 
|K»ssil>ility  of  ectopic  pregnancy. 

Pelvic  hsematoma  and  h^ematocele  not  due  to  ectopic  pregnancy 
an?  exceeiliiigly  rare.  ( "auses  otlier  tliim  ectopic  pregnancy  resulting 
in  the  fomiatinn  of  a  hn-inalomu  or  tuemattK-elc  an*  ()l*strurtinns  to 
the  outflow  of  the  menstnial  lihxxl,  rupture  of  varicose  veins  in 
tlie  broad  ligaments,  rupture  of  an  ovarian  cyst  and  of  the  iitenLi. 
In  determining  the  origin  of  the  blood  mass  the  first  and  most 
important  step  is  the  (Hjnsidenition  of  pn-gnancy.  In  long-standing 
cases  of  ho-matoma  and  hn-mattK-ph-  following  upon  (he  nipture  of 
an  ectopic  pregnane^-  it  may  be  impossible  to  find  any  evidence  of 
prrgnancy  either  in  the  itd>e  or  in  the  ntenis.    (See  Plate  XXIV.) 

Acote  Abdominal  Aftections.  Of  all  acute  abdominal  affections 
in  woman  ruptured  ectopic  pregnancy  is  most  important  from  a 
gynecological  point  of  view.  There  are  a  nuuilxT  of  acute  affec- 
tions of  the  abdominal  organ.s  which  have  very  similar  clinical 
manifestations,  and  if  Is  imperative  that  a  diagnosis  be  made  at 
the  eaHicat  pos.sibIe  moment  in  order  that  proper  .surgical  inler^ 
ference  tnay  be  itutitutcil. 
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Tlie  importance  of  ilifferentinting  (he.ie  various  lesions  will 
justify  a  lliurougli  coiisiik-ratjon  ut  tills  [M>iiit.  The  folluwing  are 
(liP  Hcule  al«loiniiiHl  afTwiiims  wfiich  may  simulate  ectopic  preg- 
nancy in  their  cHnical  manifestations: 

1.  Appeiiclifitis. 

2.  Intestinal  colic. 

3.  Renal  colic. 

4.  Hepatic  colic. 

5.  Internal  hernia. 

6.  Acute  pancir-iLtilis. 

7.  Movable  ki<lney. 

8.  Rupture  of  a  jrastric  or  ditoilenal  iilneF. 
In  differentiating  these  comlitions  we  nnwt   first  consider  the 

previous  historj'.  then  the  present  complaints,  and  hnolly  proceed 
to  a  physical  examination. 

1.  Appeodicitis  in  it.s  unset  ami  in  its  further  course  may  very 
cliwi'ly  simulate  a  niptiircil  tnlial  pre^nanry.  lu  the  first  place 
we  have  in  appendicitis  none  of  the  general  and  local  signs  of  prep- 
nancy.  There  is  often  a  history  nf  similar  attacks,  with  intervals 
of  complete  or  partial  freedom  fmm  pain  and  intestinal  disorders. 
The  distress  is  almost  always  eimfined  to  the  ripht  side,  while  in 
ectopic  pregnancy  it  is  often  referre^I  to  the  median  line  or  left  side. 

In  iHith  of  these  i-ondilions  ilie  pain  appears  suchleiily,  and  may 
be  intense;  in  ectopic  pregniincy  a  may  be  momentary,  while  in 
appendicitis  it  [)ersi.sts  throughout  the  attack.  It  Is  said  that  the 
pain  of  app4*ndiritis  comes  more  often  in  the  early  morning  hours, 
while  the  pregnant  tube  ruptures  at  any  time  fmm  physii.*al  exertion. 
Tlie  sudden  pallor  and  collapse  freijuently  following  inuneolialely 
Upon  the  rupture  of  a  tubal  pregnancy  never  occur  in  ap|)endicitis. 
It  is  at  this  time  that  a  mo.st  sugge-stive  sign  apjwars — i.  r.,  uterine 
hemorrhage  accompanic<l  by  a  discharge  of  decidual  membrane. 
In  such  an  event  there  can  be  no  furtlier  con-sideration  of  appen- 
dicitis. Much  dependence  is  placed  upon  the  finding  of  an  enlar^ge^^l 
soft  uterus  and  an  irregidar  snasi  allached  to  it  ut  the  .<(ide  or  laWng 
Ijeliirid  the  uterus.  Where  donbt  exists  the  uterus  may  \jv  explor»i 
with  ■  curette  and  the  scrapings  examined  for  decidual  tissue. 

We  have  seen  that  it)  Intraperitoneal  hemorrhages  from  rupture 
of  tlie  gestation  sac  the  aMomen  may  Ih'  dis(cn<Ied,  firm,  and 
tender,  and  tliat  this  may  be  OASocialed  with  nausea  and  vomiting. 
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Here  the  diagnosis  must  rely  almost  wholly  upon  the  previous 
histon'. 

2.  Intastlnal  eolic  I>egins  with  griping  alxlominal  pains,  vomiting, 
and  Jiarrhcpa.  'Fins  may  lead  on  to  collapse.  Often  a  cause  for 
the  intestinal  rtilic  can  W  clicitfiL  I^^d  rolir  i.s  rantly  seen  in 
women.  Tlie  blue  line  on  the  giims.  <-<in^tipatInn,  and  colicky 
pains  aliout  the  umbilicus  found  in  u  patient  working  n-ith  lead 
will  fix  the  diagnosis  of  lead  colic. 

3.  Renal  coUc  should  not  Ik*  ilifTictdt  to  tltagnuse  from  nipture 
of  an  ectopic  pregnancy.  HTien  occurring  during  the  course  of  a 
uterine  pregnancy  renal  cohc  may  excite  suspicion  of  a  ruptured 
tubal  pregnancy.  In  n'nal  colic  (he  pain  is  .sovcre  and  incre.a.sing, 
it  LI  sharp  and  ra«liates  to  the  gn)in  and  thigh.  Vomiting,  sudden 
rise  of  temperature,  cold  sweats,  and  i-ollapse  are  fre<]uent  accom- 
paniments. Watching  the  urine  closely,  blood  will  W  seen  to  appear, 
though  the  niicru.scope  may  Ik?  nijuin-d  to  detect  it.  All  urine 
ii'oided  shoidd  W  searche<l  for  the  stone.  Thc.-H-  e%'enl.s,  In  the 
absence  of  an  extrauterine  pelvic  mass,  will  ser\'e  for  a  diagnosis. 
A  history  of  previou.s  attacks  will  lie  highly  sugj»cstive.  It  is  possible 
that  the  presence  and  location  of  the  slonc  can  be  determined  by 
means  i>f  the  ;r-ray. 

4.  Hapatlc  colic  fretjuently  ari.>(e.H  after  the  childl>earing  [)eriod. 
When  associuteil  with  prcgrmncy  tla?  rupture  of  an  ectopic  preg- 
nane^' would  iiaUirnlly  he  suf^estcd.  Flatulent  dyspepsia  has 
UHually  l»een  a  more  or  le-ss  constant  complaint.  Pain  is  referrwl 
to  the  right  h}-pachondrium,  epigastrium,  right  shoulder,  and 
back.  Associatetl  with  this  va  epiga.stnr  ()Tiderne>s,  nausea,  and 
vumitlng.  If  tlie  stone  passes  intu  the  cutnniuii  bile-duct  there  will 
be  jaundice,  clayHwlored  atooU,  and  bile  in  the  urine.  The  gall- 
hladtier  may  l>e  di.stcnded  aiul  tenilcr.  If  galUtonea  anr  pas-scil 
by  the  bowel  or  seen  by  the  J-ray  the  diagnosis  is  established. 
There  is  little  in  such  a  history  to  suggest  rupture  of  an  ectopic 
gestation  sac,  and  yet  mistakes  have  been  made. 

5.  Internal  hernia  usually  Ix-giiw  with  pjun,  whieli  may  be  severe 
or  slight,  and  even  absent.  \'omiting  is  often  the  earliest  sign,  and 
this  becomes  stercoraceous.  There  is  no  ga-s  or  fecal  matter  passed 
by  the  twwel.  In  the  urine  indican  is  present  in  large  cguantitics. 
None  of  the  symptoms  point  to  the  pelvis,  and  a  vagitud  examination 
excludes  the  possibility  of  ectopic  pregnancy. 
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6.  Actite  pancreatitis  i^  frequently  regar<!e<i  as  an  aj^p^vatwf 
form  of  iiiilij;f,stiou  until  tlic  patient  U  :^eizv(l  with  severe  pain  in 
the  epigastrintn,  rcpeate*!  vomiting,  ami  collapse.  The  epigastrium 
is  tender  on  pressure,  though  there  is  no  (iistention.  Collapse  may 
follow  upon  persisteut  vomiting.  There  is  little-  pos.sihility  of  mis- 
taking such  n  conclilion  for  ectopic  preguatu-y,  though  the  aMoinlnal 
pain,  vomiting,  and  collapse  occurring  in  a  woman  of  tlie  ehild- 
l>enring  period  shouhl  first  of  all  suggest  an  abnormal  condition 
of  pregnancy  and  rail  fur  an  inimediute  physical  examination. 

7.  Movable  kidney  is  seldom  tLisiK'iated  with  .such  intense  pain 
and  shock  as  to  become  a  serious  acute  alidotninal  affection.  The 
j>ain  is  usually  referred  to  the  right  hj-poehondrium,  and  may  l>e 
as3ociate<l  with  vomiting  ami  sho<'k-  Palpating  a  firm,  tender, 
kidney-shuped  tumor  in  the  riglit  luuilmr  or  iliac  space  and  the 
ability  to  reatlily  force  this  tumor  beneath  the  right  costal  arch  will 
determine  the  diagnosis-  A  history  of  prexious  lesser  pains  and 
a  dragging  sensation  coming  on  in  the  right  hypochondrium 
.ihortly  after  rising  and  relief  up<m  lying  doivn  will  .suggctt  the 
tliagnosis. 

S.  Ruptore  of  a  fastrie  or  duodenal  oleer  will  alintuit  always  occur 
after  ii  nu-ul  and  njMin  exertion.  There  is  a  prcWous  hi.story  of 
anirtnia  ami  indigestion  in  nearly  all  case.*;.  The  %'omittng  of  bhioil 
ami  gastric  pains  are  fre<|uent  events.  Tlie  history  aTid  a  ]>elvic 
exuminatiun  will  exclude  ectopic  pregnancy. 


CHAPTER   XX. 

DIAflNOSm  OF  HYDATIFORM  M(JLR. 
Stnosvus. 
Hlstout. 
Etiouxiy. 

Microscopic  Ouostwis. 
Maugsant  Degeneration. 

CuNirAI,   DlAONOSIS. 

Synonyms.  Uvdatiform  degenenitiou  of  the  chorion;  uterine 
h^'datids;  ve:$icular  mole;  myxouia  chorii;  bUseuiuole;  cysiic  mule; 
hvrlfttid  moir;  rlro|>sy  of  Ihi'  villi. 

History.  In  a  valu<Hl  contritnition  br  n.  Kossman,  Berlin,  we 
are  pven  in  the  German  text  tran^latinns  of  the  original  manu- 
scripts on  Imlatiform  mole  from  the  time  of  .Etius  von  Ameda,  in 
tlie  early  part  of  the  si.\t»;t;iilli  treiitury,  to  the  time  of  Virehow, 
in  the  latter  part  of  the  nineteenth  fcntury. 

IlippiK'raICK  viOA  eviflenlly  angiiaintcd  with  the  comlition  as  a 
caate  of  abortion.  He  .Htate-s  that  when  the  "cotyledons"  fill  with 
mucus  the  menses  become  scanty;  and  if  the  woman  becomes  pr^ 
nant,  abortion  occura  after  the  embryo  has  attained  eoiuiderable 
size. 

It  is  interesting  to  note  that  an  Ihto  as  the  early  part  of  the  nine- 
teenth century  it  was  believed  that  conception  was  not  e^^sential  to 
the  development  of  a  hydatiform  mole.  Dating  from  the  writing 
of  Veli»euu,  ilie  lesion  has  lieen  universally  nTtt^nixed  as  a  degen- 
eration of  the  chorionic  villi.  Sinc*e  then  it  has  been  a  question  as 
to  the  cause  uf  the  degeneration  of  the  chorionic  villi  and  the  char- 
acter of  the  degeneration.  Virehow  may  be  credited  with  having 
ailvanceil  tlic  mo<k-nt  theory  a.s  to  the  pathological  nature  of  hydati- 
form mole,  though  lii.4  view.^  arc  not  universally  acc^cptul.  (See 
hUer.) 

ETIOLOGY  OF  ETDATITOBIS  UOLE. 

Nothing  definite  is  known  of  tlie  immediuleand  remote  causes  of 
hydatiform  mole.  The  age  at  which  it  commonly  occurs  is  said 
to  be  ncAr  tlie  end  of  the  childl>euring  period.    Aocording  to  liowin 
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25  per  c-eiit.  art*  ruiiinl  iK-twecn  the  ages  of  forty  nml  forty-six  ywirs.' 
Si'imit'drr  reported  one  oecurring  at  sfvt'iiteen  year*  of  iij*e.  In 
210  cases  tabulated  by  the  author  it  is  seen  that  the  average  age 
i.s  twenty-s*'veii  years;  that  the  extreme  ages  ait^  thirteen  and  fifty- 
eight  years,  and  that  thv  ffreatcst  nuniWr  orrnr  hetwwii  the  ajfcs 
of  twenty  and  thirty  years.  As  to  the  frequency  of  recum-nce,  il  is 
m)t  uniisitu)  for  a  woman  to  ^ive  liirth  to  n  second  mole  some  months 
or  years  after  tlie  expiiUioii  of  the  fir^t.  In  the  second  ea.se  here 
reported  there  was  an  intiTvul  of  uluiitt  twenty  moDth»  between  the 
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expulsion  of  the  first  and  .second  mole.  I'rit.sch  reconls  a  ca-se  In 
whifli  ihen'  were  four  rnolen  .siicecssively  developer!.  Majer  records 
eleven  mole.s  anri  a  single  child  Iwini  of  one  woman. 

It  i.s  staled  that  s)'phili.s.  aitsemia,  heart  and  kidney  lesions,  ami 
tuberculosis  are  gcneriil  preiii.sposing  factors  in  the  pixxluetion  of 
liydutifonn  mole,  but  pr™)f  of  this  is  wanting.  The  (|tiestion  a.-*  lo 
whether  the  lesion  is  of  malenial  or  of  fetid  orijjin  la  not  fully 
settler!.  In  favor  of  the  view  of  the  maternal  oriffin  may  Ik'  men- 
tiouetl  the  recurrence  of  the  mole  in  the  same  individual  and  by 
different  husliands;  the  cuiumon  occurrence  late  in  life;  the  partial 
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vesicular  degeneration  of  ihe  chorion  in  tlie  presence  of  a  perfectly 
healthy  firms;  the  cnminon  (Hx-urrence  of  cystic  il^eneration  of  the 
ovarie*  a.'is<xiated  with  hydatiform  mole;  and,  lastly,  that  end(^ 
metritis  and  nephritis  mmmoixly  precede  the  development  of  hydati- 
form  mole.     In  favor  of  the  fetal  ori(rin  is  the  fact  that  in  twn 
pregnancy  one  mole  alone  may  In;  involvetl  in  liie  cystic  degenera- 
tion of  the  clKirionic  villi.    If,  as  has  been  stated,  deatli  of  the  fcetiis 
is  a  cause  for  vesicular  degeneration  of  the  chorion,  bow  are  we  to 
lACcount  for  tlie  rarity  of  the  lesion  in  rn.ses  of  mi-ssed  lalMir  and 
rsbortion,  where  the  fff-tn*  has  remainctl  dead  for  weeks  and  months 
in  the  uterus?    The  fact  that  in  partial  vesicular  degeneration  of 
Uie  villi  the  ftetus  may  remaiti  jierfectly  healthy  forces  us  to  the 
luore   probable   conclusion   tliat  extensive   vesicuhir  degeneration 
of  the  chorion  resulLs  in  the  <leath  nf  the  fcetns.     Contrary  to  the 
^evidence  advance*!  in  support  of  the  theory  of  maternal  origin  is 
I  llie  iK-ciirrence  of  many  moles  prior  to  the  fonnation  of  the  placenta, 
'at  the  lime  wlien  there  is  not  an  intimate  anatomical  relation  of  the 
mok*  to  tlir  uterine  wall.     Marcliantl  holds  that  Imluliform  mole 
occurring  early  in  fetal  life  can  l>e  ascrilwl  ti>  a  primary  change 
in  the  ovum.     He  does  not  deny  the  |>os.sihilily  of  other  caiLses 
operating   to   prrMluci-   partial   degeneration    of  tJie  chorion,   and 
admits  as  highly  probable  that  malnutrition  has  much  to  do  with 
die  (levelopment  of  the  nidle. 

Van  der  Hocven  examined  ten  hy<latiform  moles,  of  which  nine 
were  in  the  third,  fourth,  and  fifth  mouths  of  fetal  development; 
pthe  tenth  was  in  the  first  tnonth.  'I'he  liLst  showed  no  vesicular 
degeneration  of  the  reflexal  placenta.  Van  der  Hoeven  reasoned 
that  the  ovum  was  healthy  wlieti  it  reached  the  uterus,  and  that  it 
is  po^ihle  that  the  disease  was  primary'  in  the  uterine  wall,  though 
not  prububte.  In  support  of  the  ther>ry  of  uterine  origin  he  found 
df^ncrative  changes  in  the  endometrium.  Virrhow  was  the  first 
'to  suggest  the  possible  caasal  relation  of  endometritis  to  hydatiform 
mole.  From  the  great  frerjuency  of  endometritis  ^implicating 
pregnancy  as  compare<l  to  tlie  relative  infre»piency  of  liy<latifonu 
mole,  it  is  not  likely  tliut  any  direct  it-latiiHiship  ImHwccii  the  two 
lesions  can  he  established.  It  would  l>e  difficult  to  determine 
whether  the  changes  in  the  endometrium  are  primarj'  or  secondary 
to  the  development  of  the  nuile.  /Vgain,  the  histological  changes 
ia  the  eudomctriuuk  associated   with  hydatiform  mole  are  by  do 
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iD?an8  coustant.  It  luw  l-iet-n  suggested  by  Baiiingarl,  MnrcliHiuI, 
Kaltenlmrli,  Krentzniniin,  Kun^>,  Knu>nki>l,  and  nlhcrs  that  the 
lenilcney  to  cystic  degpiieralioii  of  the  ovum  may  be  rcfentH]  to 
cystif  ilcgciit-nttion  of  thf  uvarii's.  Km^h  of  the  Mhuve-niinieci 
BUl^iiirs  has  reiwrtis!  n  caw*  of  hyihitiform  mole  t-omplicated  by 
cysts  of  (hf  ovary,  and  in  a  single  easu  ih^ere  was  also  u  cystk-  kidney. 
In  my  second  nwe  lioth  ovaries  were  cystic,  each  about  the  size 
of  a  man's  fist.  In  210  nvordo^l  cases  tal)i]|ate<l  by  the  anthor  in 
oiUy  8  were  cystic  ovaries  reL-orxied.     The  number  of  abdominal 
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incision:^  made  in  these  cases  is  few — a  fact  which  [mssibly  accounts 
fur  the  H^Kive  statistics.  On  the  ntlier  liand,  cystic  de^neration  of 
the  Dvaric!?  is  so  commonly  ohsen'cd  as  ct>mparml  with  hydiitiform 
mole  that  it  is  not  hkely  tliat  (hey  stand  in  the  rvhitioti  of  cauae 
and  etTecl.  Fnienkel  advances  the  theory  lliat  the  distetideil  follicles 
press  upon  the  oorpti'*  luteum  of  pregnancy  and  so  interfere  with 
secretion  as  to  bring  about  Ihrse  chanjje-s  in  the  fetal  membrane. 
This  theory  is  \msc(l  upon  the  assiTiion  made  by  Kraenkel  that  the 
corpus  luteum  is  a  secreting  jfland  and  that  tl»e  secretions  govern 
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menstniafioii,  In^tluT  witii   llii'  I'DilNtUliiii;  ami  UeTcinpmciit  o[ 
\\\v  rn-iim, 

Mutwejfw  and  Sykow  rejturted  in  ttif  (lyitvcuki^t-al  Society  of 
Moscow  H  €iuic  of  tulml  pre^aticy  in  which  the  plncenlu  had  under- 
^nt*  I'vstic  depfiitTatioii,  uiid  tlit  ovary  wits  likfwise  o-xlic.  Tlie 
|iatient  wa.s  BgitJ  tliiny-twft  years;  shr  hml  had  four  noniml  IhImifs 
and  \\\K^  abortions.  The  right  tul»e  c<»titainf<l  ihc  ovum,  wliieh 
nipturetl  alxiut  the  eighth  week  nf  pregnancy.  Symptoms  of 
internal  hcniorrhapi-  followeil  the  niptiire  of  ihi'  tiil)e,  Ahdorninul 
section  ffveuhil  »  large  tvlki-tion  uf  i»l<iud  in  the  [H-lvi.<i,  and  a 
ruptiim)  tul*e,  within  which  was  a  hydutifortn  mole.  'Hip  author 
stated  that  the  tvslic  ovaries  were  umloiihtedlv  tlie  cause  of  Uie 
ujutie  ilegeiHTttiion  nf  (he  platvuta. 


KICBOSOOPIC  DIA0H08IS  OF  HTDATIFORM  MOLE. 

The  Decidua  Vera,  i'lie  glund^i  du  nut  ditTer  e»»entiaUy  fruin 
lltose  uf  noniiai  pregnancy.  In  ^v/a;  iiuml>er,  and  }j^>neral  outline 
there  \s  nothing  unusiia.).  The  secreting  epithelium  of  the  glands 
Li  |Hir1iiilly  lost;  the  remaining  cells  are  cubical  or  flatteiiei).  In 
the  gland  lumen  ure  many  de»r{uani:tte<l  and  degenerated  epithelial 
crfb  and  not  rarely  free  blood  and  leukocytes.  'XTic  decidual  cells 
present  no  anomalies  in  stniclure;  aa  in  nonnal  pregnancy  they 
present  a  variety  of  [omi.s,  the  gri-ater  nundKT  iK-ing  |>ulyguiial 
or  5piTHlUvsha[>C4i.  In  the  iiiinpacta  they  are  more  imiformly 
spindle-sliapcd,  with  elongated  nuclei.  Free  blood,  together  with 
gr(in[is  of  leukocytes.  i.s  found  Itetween  the  decidual  <*Il.s  and  the 
nmM'tibmirc. 

The  Decidna  Serotina.  On  tltenurfai-eof  theileciduaserotinais 
a  tliin,  fibrinous  layer  in  which  decidual  cells  are  scattereil.  The 
deciiliial  cells  are  mutul,  polygonal,  and  spindle  form,  with  large, 
round,  granular  nuclei.  Tin-  glands  are  large,  irregular  in  form, 
and  the  secreting  epithelium  Hnttened  or  cubical.  HloodveaseLs 
are  intimately  associaterl  with  the  decidual  celLt,  and  free  bloo<l  is 
found  in  the  de<-idua  and  miiHculutiire. 

Chorionic  Villi.  It  \s  r>Userved  (hat  the  intensity  of  the  stain  Is 
subject  to  great  vnriatinn,  pnrtindarly  in  the  conne«-tive-lissue 
stnHnit.  'Hie  largiT  tin-  villii.s  the  fainter  is  the  .slatn;  while  in  the 
largest  villi  itie  n-ntral  |N>rtiori  of  (he  .stnmia  utterly  fails  to  take  u 
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Stain,  thereby  showing  if>mj>Iete  degeneration  uiiil  loss  of  tissue. 
At  ihe  pcriphpr)'  of  the  vilhis,  where  the  stn>iiiH  in  seldom  if  ever 
wholly  lost,  there  is  a  faint  stain,  showing  but  partial  degeneration. 
'Hiis  is  best  shown  hy  the  Van  (Jieson  stain,  (ireat  variations  in 
stainin^i  are  also  shown  In  the  epith*-lial  layer,  the  cells  Ijing  nearest 
tlie  stroma  taking  the  stain  more  faintly  than  Uiose  at  the  periphen'. 
The  non-fiegenenne<I  eonnective  tissue  of  the  niIIus  is  of  the 
embryonal  type;  the  cells  are  elongated,  liavitig  spiiidle^haped 
nuelei.  There  is  not  the  degree  of  ilevoUipmenl  into  fibrilla'  as 
(loscrllwd  by  Weldster  in  the  chorion  of  the  fourth  month,  but  it 
resembles  In  point  of  development  the  villus  of  four  to  six  weeks' 
development.  The  first  evidence  of  degeneration  in  the  connective 
tissue  is  shown  lu  tlie  indistinct  outlinv  of  the  cell  butly,  which 
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iKroincs  a  gmimtar  .substance  U-set  with  stellate  cells  containing  a 
granular  nucleus,  and  from  which  radiate  fine  fibrillar  pmcesscs. 
Finally  the  former]  elements  disappear,  and  tliere  is  left  an  irregular 
space  filled  with  clear  serous  fluid.  At  the  periphery,  in  ck»se 
touch  with  Laiighans*  layer,  there  always  remains  more  or  Icxs  c*jn- 
nective  tis.suc,  armiigtHl  in  <iiii(-i>iitrir  layers,  which  is  mon;  fibrillar 
than  that  of  the  centre  of  the  stroma.  In  none  of  the  villi  U  the 
slrnnia  wholly  degenerated.  The  degeneration  of  the  stroma  is  in 
direct  pro[K>rtion  to  the  size  of  the  ^-illi;  in  the  smaller  villi  there 
is  little  if  any  <legeneration.  The  prtx^-ss  .wems  to  In*  a  granular 
degenemtinn  or  ne<'msis,  with  snb.si<(|ueiit  absnq>tion,  leaving* 
spaces  whi<-h  fill  wirli  scnini.  1  have  nol  Iwcn  able  to  tiemonstrnti* 
mucoid  degeneratiou,  us  was  first  aflirmcd  by  Virchuw.    StunJi 
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toot  Issue  wiUi  Virc'how  nil  tins  poini.  ami,  after  liim,  the  lesion 
is  spoken  of  as  "cystoid  (U'^iterati'on  of  Storcli."  Other  author^ 
itit»,  while  agreeing  with  Storch,  disugree  n.s  lo  the  manner  hy 
which  this  "cj-stic  d^eiieration"  is  brought  about.  Morkle  and 
Gic9e  call  it  a  secondary  it^ema  due  to  an  inlilbited  fonnation 
of  tiie  placenta.  Kostrr  iirid  Rniiiler  Itrlicve  it  to  be  an  crdema 
of  the  utrotna  rcKulling  from  interfervnc-e  with  the  circulation 
ifaiDugli  the  p«li('le  of  the  vesicle, 

Krent/mann  also  takes  i.-isuo  with  Virchow.  He  says:  "Wsio- 
uUr  uiolc  li  the  rrsult  of  an  irregular  pniliferatiun  of  the  ^pithi;liul 
|Mirt>i  of  the  rhorion,  with  hydmpif  s-welling  and  ciinsecutive  necrosis, 
manifest*^!  especially  in  the  lai^r  vesicles.    The  superficial  stratum 


no.  u 


> 


-*^ 


^^: 


I 


I 


RnOUiinc 'IpairivratioD  nf  Ike  Btruiua.  ixili  •inn-uai  i>i<ii,((-r>Uun  of  tlie  Byncyliom- 

of  the  Stroma — tliat  wliich  is  near  ihe  living  epithehum — remains 
iinchange<l.  but  llie  inner  parts  l^ecome  liquefied." 

In  addition  lu  ihe  above-named  authorities  may  be  mentioned 
Marcrhand,  Fraenkel,  and  Neumann,  who  believe  in  the  cystic 
degeneration  theorj'  as  opposet!  (o  the  myxomatous  degeneration 
llieory  of  Virchuw,  They  .s[H*ak  of  tin-  pnilifemtion  of  the  epithelial 
dements  as  being  coincident  with  the  liquefaction  of  Ihe  stroma. 

BloodvcsHels  m  the  villi  are  difficult  to  demonstnitc.  Welister 
in  de.'wribiiig  the  cliorion  <>f  llu-  «xth  week  of  development  says: 
"Most  of  the  villi  have  cnpilliirirs.  These  rtMisi.-it  .simply  of  a  tul)e 
of  small,  flnl,  endothelial  cells  around  which  the  eonne<'tive  tissue 
is  somewhat  condensed,  though  to  a  illffereut  extent  In  various 
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places."  N'o  hlrKtJ vessels  were  seen  in  a  large  cystic  villus;  and 
whni  seen  in  the  small,  less  (Icfjetifniteil  villi  they  a])pear  thicker 
walled  llinri  is  t le3cril>e< I  Uy  Welister  (ru!r  supra).  No  calrmviius 
depwits  were  swii  in  the  villi.  The  imist  Kigiiificant  changes  centre 
hi  llie  cpilhi'lial  clcincnl.s  iif  the  cliorioii.  Tlirrc  is  scfii  an  active 
and  very  irregular  proliferation  of  the  epithelial  cells,  with  a  ten- 
dency to  iiivaite  the  uteriiiie  structures  to  a  degree  not  seen  in 
normal  pregnancy.  Before  ilegenorative  changes  are  noted  in  the 
stronuL  the  epithelial  layers  pndifenite  to  an  uruistiul  degree.  This 
proliferation  of  epillielinnt  is  particularly  marked  at  the  tips  of  the 
vilU,  The  larger  the  villi  the  greater  the  proliferation.  This  prtH 
Kteration,  while  .similar  in  character,  is  tn  a  greater  degree  than  is 
found  in  normal  pregnancy  of  the  same  age,  and  may  surpass  that 
found  at  any  lime  of  pregnancy. 

In  the  sync)tium  and  I^angluins'  layer  of  the  small  villi  there  is 
little  change  from  the  normal.  .-Vs  the  villi  enlarge  tltrt>ugh  degcn- 
erattve  changes  in  tlic  stroma  and  pniliferalmii  of  the  epithelial 
elements  there  are  seen  in  the  periphery  of  the  villi,  particularly 
Bt  the  distal  end,  chimps  and  buds  of  prutoplusmic  bodies  taking  a 
deep  stain  ami  containing  irregiihir  groups  of  nuclei.  Irregular 
vacuoles  are  seen  iti  these  protoplasmic  IxHlies.  The  protoplasm  is 
finely  granular,  and  takes  a  fainter  stain  than  do  the  nuclei.  The 
buds  an<I  clumps  of  protoplasm  take  a  deeper  slain  than  do  the 
n^nairung  portions  of  the  epithelium,  ilere  ami  there  in  ihc  larger 
villi  irregular  nes-ts  of  syncytium  are  seen  in  the  struma  of  the 
villi.  Theae,  according  to  Van  der  Hoeven,  are  prima  jade  evi- 
dence of  malignancy.  A  careful  study  of  my  sfjt-cimens  relative  to 
this  phase  has  ted  ine  to  the  conelusiou  that  ^<u(-h  is  ofteii^  tlioiigh 
not  always,  an  accidental  finding,  due  to  tangential  cutting  of  the 
villus,  and  not  to  an  active  invasion  of  the  stroma  by  the  epithelial 
cletnents.  These  changes  in  the  syneylium  and  Ijinghans'  layers 
are  e«ienti»lly  hyperpla.sia  ami  iiecnwi.s  of  the  crll  elements;  the 
protoplasm  increases  iti  amount  and  the  nuclei  in  size  and  nuiulier. 
The  vacuoles  are  in  numl»er  and  size  directly  proportionate  to  the 
amount  of  epithetiuni,  and  nn>  d<ml>tless  due  to  degenerative  irlmnges 
from  nnthnitritioii.  Cuiignltiiion  necnk-tis  of  the  syncytium  is  more 
or  less  in  evideiice  thmughoiit  the  s|>ecimen.  With  the  death  of 
the  fii'tus  there  is  loss  of  the  fetal  I>1<k>iI  supply  to  the  villi.  This 
diHTs  not  necessarily  n-sult  in  necrosis  of  the  villi,  providwl  the 
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ntaienial  MimkI  xuppiv  is  MtifTiru-iit  bi  &U|>|fly  live  itvodttl  ijuan»ll- 
im-nl;  tin  tin-  iimlran'.  \\w  villi  iimv  <iiiilitiiH'  lo  (»niw. 

Acconlin);  to  Mnrv-lmiKl.  (Iiv  f«tal  Mood  i^  of  laiuur  uuportaitoe 
in  supplying;  miuri.slirnent  tu  the  viUi.  ^  evulenee  of  this  h«>  has 
demonirtnited  nccrcMu  of  the  .stmina  in  the  presence  of  a  fetal  blood 
supply  mill  in  the  alusenee  of  u  ^ivncv'tial  eoverinp.  His  ronclusion 
\&  that   the  syiicytiuui   exereiM-^  u  governing  influence  over  the 
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matenial  lilnoti  supply  to  the  stroma  of  tht  villi;  wheu  destmyetl 
the  stroma  will  imclergo  flegcncnitive  eliati^'s.  Murrliand  jwserti 
thai  a  well-fonnetl  .stroma  i&  fuumi  only  where  (he  maternal  circu- 
lation is  adeciuRie  and  the  syncytium  intact. 

It  is  found  that  in  partial  moles  where  the  maternal  circitlalii)ii 
is  less  d!xlurl>ed  (lit-  riecmsis  of  the  stroma  is  forrespoiulingly  less. 
It  would  appear,  then,  that  the  remote  cause  of  the  necrosis  of  the 
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pliorion  lies  in  tlie  fiiilnre  on  tho  part  nf  tlio  inatrrtwl  ctrcilltttion 
IrHtling  Ui  (legeiw'ni(ioii  uf  t!u-  roiirieftivi;  tUsue,  am]  tu  a  .struus 
exudate  wfik-h  finally  ri'platr«  the  .stn)Tiia  of  the  villi.  I*ct«ra 
believes  the  syiicjr'tiuni  to  be  a  sort  of  enilotlielial  layer  lining  the 
intcn'illfiijf*  sjHict'.s  ami  exKn-isiii^  some  im|M)rl«iil  i>art  in  the  fun(>- 
tioii  iif  inlerf  linngc  between  nmteriml  aixt  fetal  cirriilation.  Further- 
more, that  it  serve.s  to  ])rutect  maternal  bluod  fnnn  direct  eotitaet 
with  I^anghaiis'  layer,  which  pn>bHhly  has  some  coagulating  or 
destructive  influence  uii  the  nialeriiul  bloixj. 

With  a  distuHiHiitv  of  ihe  niaternal  circulaliciti  the  reriproeal 
relations  l»etween  the  maternal  anri  fetal  circulation  are  altered, 
ami  as  a  result,  there  is  adtleil  to  iieerosis  of  the  stniniu  a  serous 
exudate,  with  the  formation  of  cystic  spaces  filled  with  clear  scrum. 
The  accumulate*!  fluiti  in  turn  causes  furtlier  uecToods  of  the  stnima 
through  compre.ssion;  compU'te  ilegeneratinn  of  the  connectivivtissue 
fibres  is  seldom  if  ever  seen.  There  is  always  a  limited  amount  of 
fibres  compressed  in  a  concentrir  manner  immediately  lieiieath 
Langhans'  layer.  In  the  larger  \'illi  there  is  also  pressure  necrosis 
nf  the  epithelial  covering,  utfecling  both  Langhaiis'  layer  and  Uie 
syncytium. 

MALIQNANT  D26ENX&ATI0N  OP  HTDATIFORH  UOLE. 


The  greatest  interest  in  hydatiforni  moles  centres  in  the  fact  of 
their  liability  to  imdergii  malignant  degeneration.  Solowij  and 
Korstvsx-Kowski  hfive  shown  tliat  alxint  HI  per  cent,  of  liydntifomi 
moles  tkeconie  muligtiaiit.  On  the  otiier  hand,  it  is  generally  refxig- 
nirxrd  tluU  fully  40  per  ceitl.  of  the  eases  of  syncytioma  nialiguum 
arise  from  hydatiforni  mole.  In  collecting  reporter!  <'ases  of  hydati- 
fonii  MLole  t  liavi-  found  a  scarcity  of  case-rv|Hirts  of  unn-coniplii-aled 
hydatiform  mole;  that  ctises  are  seldom  rept)rte<i  unless  they  have 
undei^ne  malignant  degeneration.  For  this  reason  it  is  impossible 
ti»  arrive  at  any  exact  estimate  of  the  fretpiency  of  hydatiform  molefl 
an<l  of  their  nmlignaiit  degeneration.  Ucferriiig  to  tlie  reporter] 
ca.ses,  which  include  ail  I  am  able  to  find  in  the  literature,  it 
appears  that  16  per  cent,  of  hydatiform  moles  l>ecome  malignant. 
For  the  reason  stateil  above  it  is  prot>able  (hat  this  jHTi-eutage 
i.s  far  too  high. 

From  tlie  very  un^et  the  difficulties  involve>4  in  dealing  with  the 
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many  mootn)  (juestioiix  mturniiitf;  the  niali^naiirv  of  hydatifnrtii 
mnle  appear  msiirmomitjihle.  The  iiitiinalc  Mending  of  (etal  ami 
liiaUrnial  .ttrut'tiirt-.s,  loj^cllier  wUli  the  se<ioTifian'  protvsses  of  il^en- 
rrntion.  are  so  complirated  and  are  so  subject  to  variations  that  it 
i.4  ilifficult  and  at  liii)f.H  iin[KM^il>lf  tu  diHtiiiguis))  the  Wtii^  from 
the  ntahgnaiit.  Itidrftl,  Van  dcr  Hm-vcn  g<»e8  so  far  as  (o  state 
that  uU  Uvdatifomi  moles  are  ttialigiiant;  that  ihe  proliferation 
of  the  epithetial  elemenU  of  the  cborinn  {syneytiura,  Ijinghans) 
aSEmnu^  a  inalignunt  tyiw  in  the  invasion  of  (ho  iitorino  mu.srn1aturt' 
and  cunnet-tive-tiKsuf  stmma  of  the  vilh.  lie  further  realms  that 
if  this  tendency  on  the  pan  of  the  epithelial  elements  to  proliferate 
w  not  marked,  or  if  the  Jiiole  is  ex[>elleil  or  removei!  Ijefore  the 
epithelium  inva^le-v  the  uterine  tis.sue  l>eneiith  the  Une  of  cleavage 
(within  the  r-oinj»ael  layer  of  the  ilreiihia),  then-  can  lie  no  recur^ 
rtiiee.  If  lefl  behind  in  the  uterine  tissue,  the  epithelial  elements 
nnitinue  lo  proliferate  and  to  l>e  carried  to  distant  parts  of  the  body 
by  way  of  ilie  blixxl  sUreatu,  there  forming  metastatic  malignant 
epithelial  growths. 

Neumann  studied  S  cases  of  hydatiform  mole;  5  were  not  fol- 
lowed by  malignant  changes,  ^  dieil  of  .synrjlinmn  mulignum.  In 
the  o  so-ealleil  lienigii  moles  the  epithelium  of  the  chorion  pro- 
liferated to  an  unusual  degree,  but  did  not  invade  the  connective 
tissue  of  the  stroma,  while  in  the  3  malignant  moles  the  connective- 
ttsKue  filroma  wax  inva<liMl  hy  syncytial  giant  cells.  Neumann 
arrive"!  at  the  conclusion  that  the  earliast  evidence  of  malignancy 
lay  in  the  invasion  of  the  connective  tissue  stroma  of  the  viUi  by 
tlie  epithelial  elements  of  the  chorion.  \s  suggestwl  by  Pierce,  the 
"view  of  Neumann  is  not  generally  re<x)gnized,  and  with  right,  for 
nam  of  nephritis  and  lead  jmisuning  have  since  lieen  desoribetl 
where  the  .same  cells  were  fonn*l  in  the  stroma  of  normal  villi; 
henec  their  presence  can  have  no  pathological  significance  in 
hydatiform  mole." 

h  is  evident  from  the  ob-senations  of  Veil,  Webster,  Pick,  and 
others  that  the  iriviwion  of  the  deep  .strtu-tures  i>f  the  uterus,  and 
even  of  structures  beyond  tlie  uterus,  by  chorionic  epithelium,  is 
not  evidence  fcr  se  of  malignancy;  thai,  on  the  contrar)',  syncytial 
masses  are  found  in  the  uterine  mu<<ciduture,  and  are  deported  (a 
rlUtant  parts  of  the  IkmIv  by  veins  in  normal  pregnancy;  that  soon 
after  the  termination  of  pregnancy  they  disappear.    The  trausitiou 
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iH'twffii  liptiij^ti  at]4l  iiialij^iiiitit  ('1ii>ri<H'|iillirli:il  rlciniMtLs  magrHdnal 
and  iinperc-cptilile  «iu'.  just  its  is  tnic  in  llic  Iraiisitioii  of  nil  lieiiijrii 
Iivperplastic  fj;mwtliij  iiit<»  the  malipmiit  Ivjje.s;  and  to  tliffi-n-iitiate 
tliem  is  manifestly  iriip(xsaihle.  There  iindouhiedly  exists  an  inter- 
inoiliale  stage  Itetweeii  tlit-  Ix'iii^n  and  nialifinatit.  Ilerrj'  Hart 
examined  a  liydatifdnii  mule  in  wliirh  llu-  cpitlielial  fluingcs  were 
identical  with  those  descnljed  in  (he  inalignaiit  type;  no  reeurrence 
followed  the  expiilsicui  of  die  mole,  Hotli  ihe  syiieytiuni  an<l 
Liinghan^i*  cells  partict|iiite  in  ihe  proliferativr  changes,  hut  Ui  a 
varj'ing  degree.  'Hiere  is,  likewwe,  great  variation  in  the  rate  of 
gn>wth  in  the  epithelial  elmeiit^,  tlie  evplanation  nut  only  Iving 
inherent  within  the  lx-U  cleiiieiits,  l>ut  uUo  in  the  degrt*  of  re»istanee 
offered  hy  die  uterine  tissue. 

Two  of  the  cases  descriljed  hy  Kworostansky  were  in  the  secon<( 
month  of  pregnancy — one  a  Iwnigii  hydatiform  mole,  the  other  a 
syncytioma  mahgnnm.  It  is  of  the  greatest  interest  to  compare 
the.HC  two  eiLSfS  from  an  anHtc»mical  jH>int  of  view.  In  th»*  lieiiign 
mole  there  was  unusual  pn>liferaiion  of  the  syne)tium  nnd  T^ng- 
hans'  layer,  funning  »  loose  et)tineetioii  with  tlie  decidua  -Kerotlna; 
in  the  veins  of  die  sentlina  liolli  svnevtial  and  I.anghHiis'  cells  were 
found  In  limited  niiniliers.  The  ile4-i<lna  vera  was  invadetl  to  a 
lejwer  degree;  no  eiMtheiial  element-*  were  found  in  the  uterine 
musculature.  In  the  placental  site  were  evidences  of  endometritis, 
an  demonstrated  in  scrapings  removed  six  weeks  after  the  expulsion 
of  the  mole.  The  ease  recovcretl  without  rei;urrence.  The  author 
states  that  ifie  patient,  aged  Iwcnty-four  yiuirs,  was  aniemic.  and 
that  this  impoverishment  of  the  hlood  afTordeil  insufficient  nourish- 
iiieiit  to  the  villi,  tlu'H'hy  exciting  (he  chorionic  epithelium  to  extend 
deeper  into  the  uterine  mu-seuhtture  in  onler  to  ohtain  greater 
nourishment.  Sufficient  nourishment  not  heing  proviile^l  l>y  the 
stroma  of  the  villi,  necrosis  foll()ws.  In  the  stx-ond  case,  which 
was  malignant,  there  was  also  extreme  antemia.  The  epithelial 
elements  hehavetl  .similarly  In  that  of  tlie  first  ease,  only  to  an 
exagg<Tatpd  degree,  apparently  differing  only  in  the  degree  of 
epithelial  hivasion  of  uterine  structures.  The  syncytial  cells  in- 
varlfil  the  intermuscular  siuict's  and  veins  of  the  uterus  as  far  as 
the  parametrium.  .-Xtrophy  and  necrosis  of  the  dectihial  and  mn-s- 
cular  elements  followed ;  hliH)dves.sel.s  were  changed  to  hlood  lacuna'. 
In  comparing  my  .Hpecimcn  of  Wnign  hydntifonn  mole  witli  one 
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havtng  uiidei^nr  inulij^iiaiit  i-liaiigi-s,  it  wils  tidvUiMt-  lu  st'let-t  for 
roinptinsim  not  only  om-  of  similar  a^',  (tut  nlso  <itir  ttial  liail  l>eoii 
nnnuv'tnt  tugt-llitrr  witli  iIk>  uUtii.s.  it»  wu.i  mine.  Iti  Lhi.t  wuy  we 
avoid  cerUiin  retrofn^ssive  changes  und  the  di.siurl>unce  of  anatom- 
iral  relations  which  wouUI  otherwise  mislead.  Two  sufh  cases 
Iiave  I«*en  n*iKirt4'd  «iir  hy  Ilotcn  and  Va-ssnicr,  the  olher  hy 
Keuniatm.  In  lK»th  ihesi'  ciwes  the  e-^sential  variations  from  m/ 
own  esse  appear  to  lie  in  the  more  marked  proliferation  of  the 
tiynrviiiiin  nod  I^in^lmns'  n-lU  nnti  in  t)ieir  extended  invaiiion  of 
tlie  uterine  veiii.n  and  muM-ulatun-.  Wliile  it  i-s  not  to  he  expeclMl 
that  a  l)enigii  mole  may  be  recofrnixrd  fnnn  a  Tnaligtianl  mole  by 
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the  naked  eye,  yet  it  i.s  worth  while  to  obser\-e  that  Paiilz  and 
others  have  found  in  malignant  moles  that  the  villi  rarely  attain 
large  size,  are  finii,  and  have  a  Iciti^,  slender  [Mtlidc,  giving  to  the 
rBtole  the  appearance  of  soft-cooked  riiv. 

IjOilinski,  in  a  recent  clinical  review  of  dcciduoma  malignura, 
reported  a  case  of  hydalifomi  mole  followed  hy  malignant  <legenera- 
tion.  He  eullecteil  tliirty-tliree  similar  vnaes,  ami  coiu-hidetl  tlmt 
Duligiuint  degeneration  occnrrcil  most  frequently  in  cases  where 
mole  |iregnanr-y  tfrmiiiate*l  in  the  fourth  month.  It  does  not 
appear  that  the  length  of  time  a  tnole  remains  in  litem  ha.s  any  inHii- 
ence  upon  its  disposition  to  l>ec<jme  nmlignnn).  In  twenty  cofwa 
Ijulin-iki  finds  the  avenigi>  lime  of  Hp|>earantr  of  syncytionia 
inalignum  la  eight  weeks  after  the  mole  has  been  ex[>etleit. 
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OLINIOAL  DIAQMOSIS  OF  HTDATIFORM  MOLE. 

The  ratp  of  ^twth  of  the  uterine  tumor  in  the  moHl  ronstant 
and  dmracteristic  agii  of  hydatiform  mole.  With  few  exceptions, 
the  size  of  the  litems  is  greater,  even  to  double  that  of  the  nomiiil 
prfgTiniit  uterus  of  ii  like  period.  At  twelve  weeks  it  has  Ijeeii 
foutni  larger  than  the  averafie  pregnant  iittmis  at  full  terui.  Tlie 
;trowth  is  not  usually  symmetrical;  hi  a  number  of  maes  the  uterus 
is  foutui  to  tue  proportioimlely  broatl.  Furthermore,  the  rate  of 
gmwth  is  not  uniform.  Near  the  time  of  expulsion  ihe  iiteni-s  fre- 
qtiently  assumes  a  very  rapid  growth,  soon  to  V>e  followed  by  uterine 
pains  and  profuse  hemorrhage.  Within  twenty-four  hr>urs  llio 
uterus  may  ascend  two  or  three  fingers'  breadth. 

Heniorrlmge  is  usimlly  the  first  sjinploui  to  attract  the  attention 
of  (he  patient.  Preceding  the  hemorrhage  is  a  period  of  ameniir- 
rhfea  extending  over  one,  two,  or  three  monlh.s — rarely  Itmger.  In 
a  single  ca.se  hemorrhage  ap[»eared  in  the  third  week  of  gestation, 
and  again  a-t  late  as  ttie  fifth  month.  The  ii.siial  time  of  occurrence 
is  in  the  jwctmd  and  third  monllis.  It  Is  occasioimlly  .statetl  tlial 
the  hemorrhage  is  more  profuse  at  night.  This  was  (rue  in  my 
first  ca.se,  there  l>eiiig  very  lillte  lews  of  Idooil  during  the  cluy,  ami 
profuse  bleeding  at  night.  A.s  a  rule,  the  hemorrhage  is  at  first 
slight,  grddually  increasing  in  amount  and  frequency,  finally  becom- 
ing continuous  and  In  suck  ijuantities  as  to  cause  more  or  less 
atm'mia.  Hemorrhage  is  always  to  W  feared  at  the  time  of  the 
exptihioti  of  the  mole;  this  is  particularly  true  when  the  mole  is  far 
advanced  ami  when  finnly  adherent  to  the  uterus.  It  has  l>een 
known  to  recur  witliiii  a  week  in  a  case  that  did  not  pn>ve  to  Ik; 
malignant,  but  such  an  event  is  exceptional.  Where  malignant 
degeneration  has  follnwe<l  the  birth  of  a  mole  liemorrlmge  is  known 
to  have  recurred  nine  days  after  Ihe  mnle  was  exiH-Ued,  and  as 
late  as  four  and  one-half  years.  Consulting  the  statistics,  it  is  seen' 
that  hemniTliage  ushering  in  malignant  changes  first  appears  in 
the  firxt  and  :<ccond  months,  with  alH)Ul  the  same  frequency  ils  in 
the  fifth  and  sixth  months  following  the  expulsion  of  the  mote.  U'e 
may  ftirmitlair  the  dictum   thai   hmumhage  rerurring   itrvk*  and 

mths  afttr  the  exjnitmon  of  a  htfdatijorm  mtUe  w  suggesfiiv  of 

lifjitnnry.  and  demands  imnudiale  aiut  thorough  invtaligaSitm. 
irUo  the  cause. 
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Nausea  mid  voiiiittng  itrr  present  in  n  lar^r  {XTcrntH}^  of  ca-ien 
than  is  common  to  pregnancv.  Severe  aiul  uiitiHidvjllable  vomiting 
cici'urretJ  e)glite<>ii  tiinc'^  in  the  210  (-(illectetl  rtusi*.'*.  TIm'  fxpiuiiHtiiin 
probnlily  lies  in  the  nnnsual  distention  of  ihi*  iitprus. 

Pain  in  (he  iHU-k  und  pelvis  is  enniplain«l  of  in  nearly  all  eases, 
hnt  iloes  not  usnally  develop  until  Iieninrrhaj;e  has  persisteil  for 
some  time.  Xut  infriMiuently  pain  i»  absent  until  the  heuiurrha^- 
is  profuse  mid  the  eervix  dilating. 

In  extensive  degeneratinii  of  die  chorion  llie  fii'tiis  dies  eaHv  an*! 
15  abiM»rlH>(t.  We  then  have  none  of  the  physieal  evidences  of  a 
fcEtus.  In  partial  degeneration  of  the  ehorion  the  development 
of  the  child  may  not  W  hindere<l,  and  there  may  be  no  elinieal 
evidencvs  of  vesicular  de^neration. 

The  consistency  of  tiie  uterus  is  a  subject  of  some  importance 
from  a  diagnostic  [mint  of  view.  Poten  n'|xirte«l  eleven  .nLsf-s  of 
hydatiform  mole,  in  three  of  which  he  oIiser\Td  irrepdar  contrac- 
tions of  tlie  uterine  wall.  These  uontractions  were  tocalizeil  over 
a  limited  area,  and  were  transient,  lasting  hut  a  few  minutes  and 
reappearing  at  variable  iiitervaU.  To  ihc  examining  fiiiger  they 
might  easily  lie  mistaken  for  intramural  fihmiris,  Poten  does  not 
claim  thLs  is  a  reliable  sign,  but  suggests  ttiat  further  investigation 
of  the  phenomenon  Im*  made. 

An  early  diagnosis  of  hydatiform  mole  is  of  importance  Ivecause 
of  (he  liability  to  malignant  degeneration.  While,  as  a  nile,  there 
will  be  tlie  usual  clinical  signs  of  a  mole  some  time  Wforc  inalig- 
[i&nt  changr.s  develop,  there  is  always  the  (Hissihility  of  early 
malignant  transformation,  and  it  is  not  possible  to  detect  these 
early  malignant  changes. 

Our  only  safeguani  lies  in  the  early  recognition  of  the  mole  and 
in  its  immediate  removal. 

Will  the  nitcrascu[>e  supply  an  infallible  mean.s  of  making  an 
early  diagnosis  of  malignant  degeneration  of  u  nuile?  We  rlo  not 
accept  the  statement  of  Van  der  Hiwven  anil  Neumann  that  epithe- 
lial in%-ftsion  of  the  stroma  of  the  villi  is  the  earliest  ami  at  all  times 
reliable  evidence  of  malignancy.  As  ha,**  Ijeen  state<l,  such  findings 
are  not  uncommon  in  normal  pregnancy.  !\IarchamI  failed  to  find 
the  stroma  invaded  in  a  malignant  mole,  and  Ruge  found  such 
inva-nicin  in  an  undoubted  l>enigii  mole.  In  my  second  rnse  Ihertf 
was  epillielial  invasion  of  the  stroma  of  the  nllt.    Tm-o  years  have 
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4']apMil  since  tlie  rciiiuval  it(  tliv  uiult',  iiml  iit»  s'\jgns  of  iiialigimncy 
luivt-  ilevt'UipciI. 

Ill  a  case  rc[ii»rteJ  l>y  P"ti-n  tin*  iivole  weut  on  to  tlie  time  of  ftjU- 
tenri  pri'^ftiiuicy.  Npuinann'.s  cells  were  found  in  tho  .stroma  of  the 
villi.  On  llie  tweiity-.tixth  day  after  the  inolc  wa.t  i'X|>elloil  hemor- 
rhagf  reeurn-d  to  a  -■slight  (Ifj^nn.'.  Tlit'  uterus  was  curetted,  an*]  a 
mirri>s(i>fm'  cxanii nation  of  the  swapiiigs  showed  no  evidence  of 
tnuli^'nant  invasioii;  recovery  followed.  'ITiis  vwx  shows  how 
difiiniU,  and  at  times  itn)K)Hsilile,  it  i.^  to  determine  the  rharacti^r 
of  u  hydatifonn  mule.  In  tlie  light  of  our  present  knowledge  wc 
mu.st  a]way.H  make  u  guanJetl  diagnosis  in  the  early  stage;  and  at 
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no  time  can  a.  diagnosis  be  made  with  absolute  certainty  from  the 
expelled  mole.  The  invaded  decidua,  and  if  possible  the  underly- 
ing muwulalure,  will  alone  afford  eviilences  of  malignant  invasion 
prior  to  the  development  of  meta.sla«i.s.  In  tlie  i-ase  rrp*)rleil  by 
Srhmidt  a  diagnosis  of  malignancy  was  first  marie  from  it  micro- 
scopic examination  of  a  metastatic  growth  which  appearecl  in  tlie 
vagina.  The  ntenis  was  not  removeil,  and  recovery  foUowe*!  the 
removal  of  the  vaginal  gn>wth.  When  hemorrhage  recurs  day.-*  or 
weeks  after  complete  removal  of  tlie  mole  the  iiteni-s  should  lie 
cnretted  and  the  scrapings  examin«!  for  ac-tivc  and  exton.tivc 
invasion  of  the  uterine  ti.s,snps.  I.ai^  nuclei,  rich  in  chnmiatin 
atu)  mitotic  figiin-s,  together  with  a  trndcncy  on  the  part  of  tlic 
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proiijplasm  ti>  8p{KirHlF  into  iiulividitnl  celts  or  chstits  of  cells,  is, 
accunitiig  to  Voigt  hikI  Gottsclmlk.  su^pi-stive  uf  iiiuli^^iuiicv. 

We  are  forced  tu  t\\o-  ifiiiclii.sion  thiit  us  yrt  wc  haw  m»  ivrlain 
mmiLi  of  making  nn  al»w>liuc  and  early  diagnosi.i  of  nmlignant 
degenemtion  uf  u  hydatifonn  mule,  'llie  dinic-ul  -sifrius,  tof^her 
with  tlio  (jro!w  and  micivj.sfiipic  appcarancc-s.  are  u!l  to  U>  cnrefiillv 
(-uiisiflereil.  In  view  of  our  inability  to  make  an  abstiltite  early 
diagmisis,  vesicular  degeneration  of  the  chorion,  however  limited, 
demand:^  immediate  interference,  to  Im*  foilowei]  l»y  a  jjerioil  of  at 
least  three  years  of  wutchfid  ex[K'<-tHiii'y:  and  if,  at  any  lime  follow- 
ing the  expulsion  of  the  innle.  hemorrhagi*  rwiirs,  the  uterus  is  to 
be  curetted  and  a  mirmsropie  examination  made  of  the  serapings. 

Regarding  the  prognoah  of  hydatifonn  mole,  experience  teache.'« 
us  Iv  took  with  suspicion  u|x>ii  uU  vasca  even  itionttus  uml  years 
after  the  removal  of  the  mole.  It  is  .seldom  that  st'rious  {-onneipiencFs 
occur  wliile  tlie  mole  is  in  utero.  Malignaut  degeneration,  ru|>ture 
of  the  utrnis.  falnl  hemorrhiige-  all  these  have  occumtl  with  tiie 
mole  in  .situ,  though  such  happeningH  are,  fortnimtely,  rare.  \Vc 
have  learned  to  fear  remote  re-sults — t.  e.,  a  repetition  lu  sulweijuent 
pregnancies  and  malignant  degeneration  of  retainwl  chorionic  epi- 
tlielium.  Heitzman  estimated  the  mortality  at  \'i  per  cent,  'niese 
statistics  were  gathered  at  a  time  when  choritwpithelionia  malignum 
was  not  recognized.  It  is  gencnilly  nttTpiiil  that  10  per  cent,  of 
hydatifonn  moles  undergo  malignant  dcgenrmiion.  'I'his  estimate 
Is  generally  accrepted  a.s  appm.\imately  expressing  the  death  rate 
of  hydatifonn  mole;  but  it  is  far  ton  small,  a,s  shown  by  the  folUiw- 
ing  data.  I>ealhs  from  hemorrhage  am),  to  a  lesser  degree,  from 
.septic  infection  and  rupture  of  the  uterus  add  materially  to  the 
death  rate,  bringing  the  mortality  to  near  2o  per  cent. 

In  my  210  cases  collec-led  from  the  lileralure  there  were  41)  ileaths 
— a  mortality  of  aUuit  2r>  |>cr  cent.  Of  this  numl>er  32  dic<l  from 
syncytioma  maligmnu  (Hi  per  c«Mit.];  '  dii*d  from  hemorrhage  (4 
per  rent.^:  4  ^lied  from  septic  ])critonitts  (2  [«*r  cent.);  1  died  from 
general  sepsis;  1  from  unemla;  1  from  emlocartlitis  and  nephritis; 
I  from  meningitis,  and  2  from  iniknown  canseH,  The  nutli()r  does 
not  regnni  thi'se  .statisti«"s  a^  cxpn'sstng  ui-fual  fact.s,  Tlicre  is 
doulilleHH  a  tendency  to  re^Kirt  all  case^  resulting  fatally  ami  to 
overlook  those  hnsing  no  special  point  of  interest  in  their  course 
and  temiinatiou. 
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The  later  in  pregnancy  we  have  to  do  with  vesicular  deRenera- 
lioii  of  the  cliuricjii  thv  inon;  ((rave  the  pn»giiusis,  betraiiso  of  the 
(lifTir-iilty  in  reiniiving  the  fiiole,  the  {^eater  liability  to  rupture  of 
the  uterus,  &nd  to  iDalignaiit  degeneration.  It  lias  been  stated,  and 
will  iM-ar  repetition,  that  the  removal  of  a  hydatiform  mole  is 
iraperative  as  soon  lus  the  diagnosis  is  established.  There  can  I»e 
nu  teinptirixltig,  however  limited  the  vesieiilur  tlegeiierutioii  ami 
however  early  or  late  the  condition  i.s  reeognized.  Where  but  a 
small  area  uf  the  placenta  i»  involved  the  diagnosis  is  uot  made 
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until  the  tennination  of  pregiumej*;  heni'e  the  fjueslion  of  inter- 
ferenee  will  not  arise  during  pregnancy,  but  (he  same  degree  of 
WHtehful  ex[H>elaiicy  must  lie  exereiseiJ  after  the  termination  of 
pregnancy.  While  nil  agree  as  to  the  disptisition  tliat  should  be 
lurnjf  of  the  mole,  it  Is  always  a  gntve  tpiestion  as  to  what  slundd  l>e 
our  attitude  towani  the  ulenis  after  the  mole  Is  expelled.  Solowiz 
has  advised  h\>terectorny  in  all  eases,  and  surely  thU  would  Ik-  the 
logicid  eonelusiiiu  were  we  to  agn-i-  wjlh  \'un  der  lloeven  that  all 
hydati/oni)  moles  are  malignant. 
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Recognizing  the  frequency  of  malignant  degeneration  of  hydati- 
fonn  mole,  and  finding  our  most  reliable  and  early  evidences  in 
malignant  invasion  of  the  decidua,  we  indorse  the  advice  of  Bute, 
who  would  curette  the  uterus  ten  or  twelve  days  after  the  expuHon 
of  the  mole,  for  the  purpose  of  removing  remaining  fetal  elements 
and  of  making  a  microscopic  examination  of  the  scrapings  to  deteirt 
a  possible  malignant  invasion  as  shown  by  active  proliferation  of 
the  chorionic  epithelium.  Doubt  will  occasionally  arise  after  such 
a  procedure,  and  where  such  doubt  exists  the  uterus  should  be 
removed  on  suspicion. 

Respecting  the  influence  of  hydatiform  mole  upon  future  child- 
bearing,  it  b  obsen'ed  that  healthy  children  are  bom  subsequent 
to  the  expulsion  of  the  mole,  and  that  there  does  not  appear  to  be 
acquired  an  added  tendency  to  aliortion.  Contrary  to  the  statement 
made  by  most  text-books,  it  is  the  exception  for  a  woman  to  give 
tnrth  to  more  than  one  mole.  In  210  recorded  cases  but  two 
women  gave  birth  to  two  moles,  one  to  four  (not  recorded),  one  to 
five  (not  recorded),  and  one  to  eleven.  It  is  furthermore  seen  that 
conception  is  possible  very  soon  after  the  expulsion  of  the  mole. 
On  the  other  hand,  a  period  of  twenty  years  of  sterility,  and  in  two 
instances  ten  years,  has  preceded  the  development  of  the  mole. 
It  is  correctly  stated  that  multiparae  are  more  liable  to  hydatiform 
mole  than  primipane.  In  the  210  cases,  42  were  primiparse,  139 
multipara,  and  29  not  recorded. 
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LONOSIS  OF  CUORIOEriTHELlOMA  MALIGNUM. 


ISTltODUmON. 

Ktioi.o(;y. 

(.'lini*;al  DiAUNtPsis. 
Anatomical  Diagnosis. 

l'V>M  the  fact  that  the  histof^L-ticsis  of  this  ncw-j;rowih  has  until 
rewiillv  IxH'ii  little  uinlerstoiKl,  u  imniWr  of  imiite^  have  Ix-en 
ii.s.sijiiutl  In  it.  It  was  cjillfcl  il<>ciiliii>iiin  maltgiiuiii.  IxK-aiiise  it  was 
ln-lifve*!  li»  lie  H  muligimtit  proliferation  of  the  Jet-Iihia.  S-arconm- 
chiiriiHrniibirp  wns  a  imtiu'  suggested,  on  the  theory  that  the  essen- 
tial (tII  struc'tiirt-.s  wen-  of  nips(>ltIa.stJc  orijtpii.  Oil  the  otlicr  hfiiM), 
the  name  ctireiiiointi  .syiieytiale  was  priipo.sed,  betiaiise  of  the  sup- 
posed epithelial  ehararter  of  the  f^routh.  The  tenn  fhorioepithe- 
lioiim  malignuiii  more  aceurately  expresses  the  true  histogenesis 
of  the  growth,  fur  it  Is  now  p?iieraUv  accepted  thflt  the  gmwth  is 
derived  from  (he  epithelial  elements  of  Uic  chorion  and  nut  from 
the  decidua.    (See  Plate  XXTII.) 

We  are  iiulebtetl  to  Siinper  for  our  first  knowledge  of  this  tumor 
formation.  In  IS.SS  Silnj^er  deseril>ed  .such  a  case  before  tlic 
Ohstetrical  Society  of  I^eipzig.  He,  however.  Iwlieved  the  growth 
to  be  a  malignant  prolifemtioii  of  the  decidua,  and  classifiHl  it 
as  a  sarcoma. 

L.  Fraenkel  was  first  to  demonstrate  the  origin  uf  the  growth  in 
the  epithelium  of  the  chontin.  He  clossifiecl  the  tumor  as  a  car^ 
cinoma. 

The  greatest  and  mosi  important  work  on  the  subject  is  that  of 
Marehaml,  to  whom  we  are  largely  iiidebteil  for  our  present  knowl- 
edge of  the  histogenesis  and  histology  of  ehorioepithelioma  malif^ 
tinin.  He  it  was  who  denion.strtiteil  that  Uith  the  syin-yiium  and 
l.angliiuis'  celK  take  part  in  the  fonnation  of  the  new-gniwth,  and 
hi'iK'r  the  fetal  origin  af  the  tiniuip,  ihtitigh  «M-ciipving  maternal 
lijisues. 
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Peters  demonstrated  the  true  genesis  of  the  epilhrlinl  layers  of 
the  chorion.  I>angbans'  laver.  and  syncytium  in  liis  nbservntions  on 
an  ovum  five  to  six  days  idi).  He  hiLS  denxiristriiteil  to  llif  .sati»* 
faction  of  most  oliwrvers  that  both  the  syncytium  and  I^nghanii' 
layer*  are  derivetl  fnim  the  ectiKJerm  or  tmpholdasL"?.  being  hiv 
togenetically  identical.  Holding  to  tim  view  of  the  hi.stogenesis 
of  Langhaos'  layer  and  the  syncytium,  we  ure  prepared  lu  enter 
into  a  more  intelligent  discussion  of  the  histoU^gy  of  the  growth. 

ETIOLOOT  or  OHOBIOSPITHELIOMA  UAXIQICUH. 

In  my  aiuilysis  of  *2IU  cases  of  hyilatifurm  mote,  I  5nd  (liat  16 
per  cent.  Iiecamc  malignant.  It  is  staled  iliat  from  40  to  53  per 
cent,  of  chorioepithelioDia  malignum  (^ascs  fnll(»w  the  expulsion  of 
M  hydutifonn  mole,  2.^  to  35  per  cent,  follon'  upon  otKirtions,  and 
20  to  25  per  cent,  follow  upon  full-lcrm  tal>nrs.  Urignel  collected 
181  caaes  of  nyocytioma  tnalignuui.  in  whieli  40  were  pret^eded  by 
minnal  UIkitm,  5a  by  alxirtions,  7(>  by  hydalid  mole,  and  4  by  tubal 
pregnancy.  U  is  .^ecn  llial  hydatid  mole  is  |tnnicul.-irly  liable  to 
undergo  malignant  degenemtiun.  The  time  a  hydatiForm  nitrle 
remAins  in  utero  has  nu  influence  upon  the  development  uf  u  malif^ 
nant  growth;  there  is  the  same  liability  to  niiilignanl  transforma- 
tion in  the  early  as  in  the  later  mole^. 

In  124  ca^ivs  ctillectetl  hy  I^ailiiLski  the  average  uge  of  the  |>atient 
wa.1  thirty-two  years — the  extreme  ages  seventeen  and  fifty-five 
years.  'Vhe  greatest  numl»er  occurred  between  (weiity-seven  ami 
thirty-three  years  of  age.  In  iHi  ca.-«.'s  collected  by  the  .same  author 
the  average  number  of  children  liom  was  4.2;  hence  multiparity 
has  no  influence  nimn  the  development  of  the  growth.  The  time 
of  the  development  of  ihp  growth  in  the  placental  site  in  relation 
U)  the  expulsion  of  a  liydalid  mole,  uii  ulKirtion,  or  a  fulNlenu 
labor  \s  two  weeks  to  four  and  a  half  years. 


CLIHIOAI.  DIAGNOSIS  OT  CHOKIOSPITHELIOUA  UAUOHVU. 

Ttie  diagnosis  mmlhI  tic  Uuscil  tijwn  Imth  clinicid  und  histological 
in ve;«tigu lions.  There  is  almost  invariably  a  hi.-rton.-  of  pregnancy 
and  the  expulsion  of  a  hydatiform  mole,  an  undevclopeil  fcrtus, 
or  a  full-term  ftetus,  weeks,  months,  and  even  years  licfore  the 
appearance  of  a  malignant  gn>wtli. 
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The  earliest  symplotn  is  henufTrkage.  Tlie  loss  of  MooJ  increases 
in  amount  and  frequency,  and  very  early  causes  profound  ana-uiia. 
The  u^ual  means  employed  to  check  hemorrhage  fail  utterly,  and 
may  inerejise  Uic  flow.  Persistent  hemorrhage  following  upon  an 
abortion  or  hydatid  mnle  is  suggestive  of  sync_ytioma.  In  curettage, 
the  procedure  must  sometimes  be  abandoned  bee-ause  of  the  ulunu- 
ing  hemorrhage. 

A  Jiriy,  watery  dwckarge  occurs,  together  with  and  in  the  intei^ 
vals  between  hemorrhages.  Later  this  disi'hargti  a.s.sumes  a  foul 
odor. 

Fain  is  not  a  notable  symptom.  When  present  it  is  usually 
referred  to  the  thighs  and  sacral  region. 

Cachexia  is  an  early  developmeiil,  fi>lh)wiiig  closely  upon  iJje 
anfemia.    Loss  of  weight  and  strength  is  extreme. 

Symptoms  referabU  io  metaMasis  are  early  present — so  early  as  to 
almost  characterize  the  disease.  In  onhrr  of  frctiuency  metastatic 
grott-ths  arc  found  in  the  bings,  vagina,  liver,  .tplecn,  kidnej-s, 
ovaries,  intestines,  brain,  broad  ligament,  pleura,  lymphatic  glands, 
pancreas,  heart,  stomach,  and  Ij-mph  glands  of  the  pehns.  It  is 
unusual  for  the  metaatatic  growths  to  spread  by  way  of  tlie  lymph 
glands,  as  is  common  with  carcinoma.  The  cellular  elements  are, 
as  a  nile,  conveyed  by  the  blood  stream,  and  in  this  respect  behave 
like  a  sarcoma. 

Ftvtr  of  a  low  grade  is  commonly  present,  and  may  reach  KM**  F. 
The  ptdse  is  correspondingly  rapid  and  feeble. 

The  above  clinical  signs  are  verj-  significant,  but  not  alone  suffi- 
cient. The  macroscopic  and  microscopic  features  of  tlie  grf:>wt}i 
must  be  ronsidcn*d  hrforo  a  ^liagnosis  can  be  made  with  <Trtaintv. 

The  macroscopic  appearances  of  tlie  growth  are  not  character- 
istic The  uterus  Ls  ainiast  always  enhirged,  and  is  commitnly 
descriWd  as  w>ft.  In  advanced  cases  there  may  Ih;  irregularities 
on  the  outer  surface  a»  well  as  on  the  inner.  The  cervix  is  usually 
pnluloTis  to  the  index  finger,  and  in  the  cavity  of  the  iitcnis  may  be 
felt  a  soft,  brain-like  mass,  friable,  and  bleeding  prc»fusely  when 
handled.  To  the  naked  eye  this  soft  niH.-«  resembles  at  times 
placental  tissue,  and  at  other  limes  a  vH.<H-ular  saranna.  The  color 
of  the  growth  is  muttU*d  n-^l,  vur>'iiig  fntni  a  bright  to  a  dark  sliade. 
Xecrosis  early  develops.  The  primarj-  growth  is  not  always  coii- 
tiaed  to  the  uterus.    Cases  have  lieeii  remnled  where  the  uterus 
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ivmaincil  fnv  ami  a  cliuriuepitlicliuinH  nuiligtiuiii  develupetl  in  the 
vayina.  lung,  IcKlneT.  Hver.  brain,  and  spleen.     (Vide  infra.) 

The  microsrnpf  \s  iniIi.s{HMiHal>lc  in  deurmtnlng  llie  true  character 
of  the  growth.  l'n<ier  the  microscope  wc  pe«^nize  a  rapidly  pro- 
liferatiDg  structure  composed  of  syncytium  and  Langhans'  celts, 
whicli  in\-udt'  tlie  uterine  tissue  in  a  moat  typical  manner,  and 
early  extend  tu  distuul  portions  of  the  body  by  way  of  the  bluod 
alreatn. 

Aftir  ihr.  expulfuni  of  a  hydatid  motr  ikf  uleru$  ahould  It  fjrjJored 
hif  the  finger  lo  detect  and  remove  any  retained  jiacmial  tiMue.  Two 
weeks  later  the  uterus  should  bt  curetted  and  the  scrapingn  examined 
microsropically.  If  in  the  decidua  iMnghans'  ccUs  and  the  aytic^ium 
are  found  to  be  proliferating,  the  uterus  ahmdd  be  removed  unthmtt 
dflay.  In  retry  aboriivn  or  full-time  labttr  when  an  unaccountalde 
hemorrhage  fidlmcs  weeks  and  months  aflrrtivrd,  an  exploratory  ntrrt- 
lage  skotdd  be  done,  in  view  of  the  possible  finding  of  malignant 
placental  tissue. 

The  microscopic  picture  is  iliat  of  strands  of  protoplasmic  masses, 
witli  nuclei  and  vacuolejj  forming  a  reticular  structure.  Polynu- 
Hear  giant  cells  of  sjitcjlium  are  found  in  the  network. 

Tlte  histological  character  of  these  growtlis  differs  widely.  Two 
great  classes  are  recognized  by  Marc-hand;  the  typical  and  at)-pical. 

The  typical  form  u&suinra  the  clmraclcr  uf  the  chorionic  epithe- 
lium in  the  cArly  placenta  in  that  it  presents  a  prolific  growth  of 
sj-ncytium  in  a  more  or  less  established  manner,  together  with  a 
rather  definite  proportion  of  Ijanghan.-(*  ceJIs.  Not  only  may  the 
epithelial  clemenLii  \k  present  in  fairly  deBnite  proportions,  but 
the  entire  villus,  composed  us  it  is  of  struma  and  overlying  epithe- 
lium, may  be  found  in  (he  tumor  growth.  In  short  there  are  found 
in  the  choriocpitheliomatous  gn>wlli.s  all  the  elements  of  the  placenta 
as  fo»n<!  in  the  early  stagrs  of  pregnancy,  and  the  arrangemenl  of 
these  element.^  a.s  tu  nuinljer  ami  location  is  Dot  unlike  tho.se  of 
the  normal  placenta. 

Ths  atjrpkal  fonn  present?*  a  rt-niarkable  variety  In  its  cellular 
!«tructurf  and  in  llic  arraiigi-HiiTit  of  ilicsc  cells.  'Hie  general 
arrangement  of  the  cleincnLs  In  the  normal  placenta  fails  to  appear. 
I^e  !thape?t  of  the  individual  cells  alone  suggest  placental  tissue, 
and  ill  this  there  are  pn*at  variations.  Some  have  liecn  comjKise*! 
wliolly  of  syncytium,  ulher.-*  wholly  of  Laughaus'  cells.    There  is 
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such  variation  in  structure  that  ut  times  it  is  liii|>os.sih1e  to  distin- 
guish I.n]ij;I»uis'  <'('il.'j  fn)iii  syiH-ytiiiin. 

A  feature  worthy  of  spi-<'ial  rftiiark  is  the  lar(j;e  ijimnlity  of  blooj 
in  thf  primary  and  secondar>'  growths.  The  hlood  lie.s  Inttween 
llie  fell  elements  oiiH  Imthes  ihem  «.s  In  th(-  ciL-ie  of  tlie  noniml 
placenta,  only  liere  we  Hud  un  cxii;j;geraled  i-onditiou.  A  further 
anfllo^y  Iwlween  the  c-horioepitheliamatous  growths  and  the  nor- 
mal placenta  is  the  peculiar  relatluu  hetweeii  tlie  epilheliui  cells 
and  blood  jiliriii.  In  lK)ih  emidilions  fihriti  layers  are  ffnind  lietwcen 
imIiWdunI  wlls  and  jfr^Mips  of  cells.  The  syricytial  cells  pen^ 
tmte  ve.<<;.sel  walLs,  htciiHl  is  lilnTated,  and  as  a  consequence  thrombi 
an'  ffinneil  in  the  hlot>dves,seIs,  and  there  is  a  hemorrhiipir  iiifil- 
tmtion  uf  surruunditig  tissues  with  the  furuialton  of  fibrin.  Fresh 
hemnrrhagi-.s  add  tti  tlu'  nmss  ))y  extending  the  IiltHKl  .siufie."),  and 
in  this  manner  the  rapid  growth  of  the  tumor  is  expUine<l.  The 
metastatib-  growths  resemble  tiie  priman.'. 


P&IMABT    CHORIOEPITHELIOUA    MALIQNUK     0ITT8IDE     OF 
THE  PLACENTAL  SITE. 


During  the  [wutt  stnen  years  211  cjises  of  priniarj*  chorioepitlie- 
liuniuta  arising  in  women  outsiile  the  placental  site  Imve  been 
reported,  and  to  this  immber  I  have  abided  the  report  of  a  ease 
thai  was  priinarv  in  the  uterine  mnseulalurt*. 

In  the  nt-ordctl  21  ch-sci  uiimLsta  kill  tie  ehori(H>pithelioinatoii.s 
tumors  have  l>een  observed  in  locations  remote  from  the  placental 
site  of  the  uterus  and  Kall(>piaii  tubes.  In  tio  case  has  it  lieen  |io.s- 
sible  to  trace  a  direct  anatomical  connection  Wtween  the  phicental 
site  and  the  pritnary  luinor. 

Id  nearly  all  cases  tt  has  lieen  possible  to  trace  a  direct  clinical 
relation  lieiween  pregnancy  and  the  tumor  fornuLtion.  These 
tumors  have  uriseii  during  the  course  of  pregnancy,  at  varying 
inten'als  after  the  complettuu  of  normal  pregnancy,  following  com- 
plete ami  incomplete  alwirliinis,  while  Iiydatifonii  motes  wen-  in 
situ  and  a  vuriabk-  lime  after  their  expulsion.  In  no  inslan<v  )%as 
such  a  gniwlh  lieeti  recognized  in  u  nulli|)aru,  though  in  one  instance 
tbc  appe»ranr<;  of  ilie  tumor  followed  the  establishment  of  the 
menopause. 

In  primar)'  chorinepitlielioina  of  die  placental  site  the  \-Hgina 
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ta  musit  often  lli«  siuil  uf  sMtiiiilmn'  invasion  l),v  nictiista-sis.  It  is 
alsit  tnie  thai  pritnan*  PKlnLiitcriiie  ohorioepithflionia  ari.se.'i  with 
greatest  fretiuettcy  in  thf  vuginal  walU.  This  is  an  excx'ption  to 
the  nilr  that  cift.sue.s  which  are  a  rumtiion  seat  of  primar}*  malig- 
nant gn)wth.H  are  ^Uluui  a  seat  of  twcondan'  invasion  \ty  (he^te 
grnwtlui.  'ITip  folhiwing  prest-nts  the  Ui[H)gniphinil  (Mslriliution 
of  the  rhorioepithelioniata  in  region.-*  not  connecte*!  witli  the  plwcrii- 
tal  site:  vagina,  H;  hnigs,  S;  hver,  o;  hmin,  5;  kidney,  5;  nterine 
nmsculature,  3;  intosline,  3,  and  I  each  in  spleen,  thyroid,  supra- 
renal gland,  rt'truperitoneal  lymph  glanfl,  htraii  muscle,  ovary, 
bladder,  labium,  and  me<liastinum. 

It  was  not  always  possible  to  identify  the  primary  growth  apart 
from  the  .s<>o>nilary  nieta-statii-  k"'*'''"^-  The  vagina  was  lielieved 
to  be  the  primary  seat  tn  11  ra.se,s;  the  uterine  mu^K'uUture  in  3 
V,  the  cervix,  brain,  kidney,  and  labium  each  in  3  case.  In 
(he  remaining  3  cases  it  was  not  possible  to  identify  the  priman,* 
growths.  'V\\v  sijte  was  not  found  tu  lie  a  safe  guide  in  judging 
iIh'  priority  of  the  growths.  For  example,  in  the  case  reported 
by  Fiedler  the  primary  ^ruwlli  in  the  uterine  musculature  was  the 
size  of  a  pherry-*tone,  while  in  the  liver  there  was  a  secondary  growth' 
the  size  of  a  chilli's  head. 

Uroloubtedly  snuill  tnt-tastatie  gmwths  in  various  [mrtions  of  the 
body  are  freciuently  overlooked,  and  subsec|uently  disappear  spoo- 
Inneously.  Thev  art*  known  to  vary  in  siw  from  that  of  a  hazelnut 
tti  a  cliild's  head,  and  in  nuuilwr  from  «me  to  a  score  or  more. 
Multiple  growtlis  in  the  same  organ  or  tisKue  have  Ikh-u  repeatedly 
described,  and  in  all  casc-S  there  was  an  almost  uniform  appe-arance 
in  the  gross  .structure.  In  general,  they  have  prcscnleil  the  macro- 
sco])ic  apiwarancc  of  hlooil  dots.  .\s  u  rule,  they  were  of  firm 
(wnsistency.  bluish-red  in  color,  anil  on  cross-iiec'lion  pre-sented  a 
fibrinous-iike  character  in  the  centre  of  the  blootl  coagnliini. 

In  llie  vaf^na  tlie  overlying  mucosa  was  frequently  ulcerated,  and 
tiiruugli  the  defective  aivcring  IiIchmI  escaped.  Occasionally  the  hem- 
orrhage was  so  great  as  to  require  tamponing  or  immediate  operation. 

In  all  rases  of  priniar.'  vaginal  prowtlis  the  hemorrhage  was  ot 
first  thought  to  come  from  the  uterus,  but  direct  iiLs|>ectiDn  readily 
located  the  seat  of  hemorrhage  in  tlie  vaginal  tumor,  and  a  subse- 
quent exploratory  niretiage,  with  microscopic  examinHtif)ii  of  the 
scrapings.  e.\c1uded  the  prewuce  of  the  growth  in  the  uterus. 
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Krebs  and  E.  Fraenki::!  reix^rled  vase&  in  wbich  do  lietnoirltage 
ow'urred. 

A  case  of  Rrault.  reported  as  ''sarcoma  angioplastlque,"  was 
doubtless  a  chnrioepithelioma  innli^niiiii,  primary  outside  of  the 
placental  site.  In  the  livor  vits  a  tumor  the  size  of  an  orange,  and 
presenting  tlie  appearance  of  a  large  red  blood  clot.  Smaller  onvs 
of  similar  structure  were  found  in  the  stomach,  lungs,  and  lymph 
glands.  No  lesion  was  found  in  the  uteruj  and  adnexie.  Histo- 
logically, the  growth  wa-j  ciimptwed  of  pr»topla.smic  miuwtsi,  which 
were  rich  in  nuclei  and  very  irregular  in  outline.  These  were 
vacuolated.  Numerous  smaller  jmlyhedric  cell.s,  with  single  nuclei 
resembling  Latighans'  celU,  were  intimately  a.<t3ociated  with  the 
protoplasmic  masses. 

The  decidual  changes  in  the  utenne  mucosa  in  the  cases  of 
Schmorl,  Fiedler,  and  ilolzapfel  are  remarkable.  The  decidua  was 
not  unlike  the  decidua  vera  of  nomial  pregnancy,  and  avcRigctl 
}  cm.  in  thickness.  We  recognize  here  an  analogy  to  the  decidual 
formation  of  wtupic  pregnancy. 

Histogenesis.  It  is  interesting  to  s|>cculatc  on  the  genesis  of 
these  growths.  We  ask.  Was  the  placental  tissue  malignant  when 
iu  utero,  and  had  metastatic  invasion  been  instituted  prior  to  a 
complete  expulsion  of  the  malignant  placental  tissue  from  the 
uterus?  Can  we  conceive  of  a  complete  s{>outaneous  expulsion  of 
malig7ialit  placentfd  ti.ssue  from  (he  uterus — i.e.,  self-elimination 
of  the  original  uterine  tumor  while  the  metastatic  growtlis  remain 
in  distant  portions  of  the  body  and  continue  to  develop?  Is  spon- 
taneous involution  of  the  original  uterine  tumor  possible?  Is  il 
possible  tlmt  the  priman*  growth  at  the  placental  site  was  removed 
by  the  curette  or  finger? 

These  are  interesting  and  ver)'  important  questions,  which  mast 
remain  for  future  investigations  to  answer. 

It  has  been  shown  conclusively  by  Welister,  Veit,  I^ck,  and  later 
obsen'ers  that  not  only  chorionic  epithelium,  but  tlie  e-nlire  villus 
as  well,  is  carried  to  distant  partt  of  the  hoAy  through  the  blood 
stream,  ami  tlits  under  perfectly  normal  conditions. 

May  these  de|H»rted  elements  proliferate  to  form  tumor  growths 
which  may  be  benign  in  one  case,  malignant  in  another,  and  leave 
the  uterus  free  frtmi  tumor  formation? 

With  our  present  knowledge  of   the   placenta  we  cannot  solve 
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theae  problems.  Macroscupic  ami  miiToseopic  examinations  of 
tlip  expellcil  placenta,  of  hvHntiform  mole,  and  of  scrapings  from 
the  pluccntul  ^ite  ailurd  iiu  infonuutiun,  lK.t-aii.se  we  cannot  tlLstiD- 
guish  a  malignant  from  a  henigii  growth  of  the  epithelial  elements 
fonn'I  in  these  structures- 
Neumann's  statement  that  malignaney  is  recognized  hy  the 
epttbelial  inva.«ion  of  the  stroma  of  ihr  villus  has  In-en  disproven. 

Tbe  atypical  growth  of  syncytium  with  large  ami  richly  chro- 
matic nuclei  has  been  regarded  by  Gottaehalk  and  others  as 
indicative  of  malignancy;  t>ut  iXua  too  has  l>eeti  disproven. 

Tlie  proliferation  uf  Langhans'  celLi  and  their  atypical  distribu- 
tion were  thought  by  Volght  to  suggest  malignancy,  but  subsequent 
investigations  fail  to  substantiate  his  views. 

Primary  choriocpitheliomatous  growths  outwde  of  the  placental 
flite  have  developed  where  macroscopic  examinations  of  the 
exi)ened  mole  or  placenta  showed  none  of  these  features  (Pick, 
Guerard). 

The  fact  that  syncytium  under  normal  conditions  is  known  to 
disappear  spontaneously  from  uterine  and  other  tissues  leaves  the 
queiition  open  as  to  the  possibiliiy  of  malignant  chorioepithelioma 
spontaneously  disappearing  from  the  uterus. 

Under  perfectly  normal  conditions  we  sec  the  syncytium  rapidly 
proliferating,  destroying  tissues  as  it  advances,  burrowing  into 
bloodvessels,  and  carried  to  distant  portiuas  of  the  body.  For  all 
we  are  now  able  to  judge,  the  ditTerence  in  the  behavior  of  normal 
syncytium  and  the  malignant  t}*pc  is  one  of  degree  in  its  prolifer- 
ating tendencies.  It  is  probable,  as  Rlsel  has  suggested,  that  the 
difference  between  the  benign  and  the  malignant  syncytial  growth 
does  not  lie  in  tlie-M*  elenicnbi,  but  is  dependent  on  the  peculiar 
resistance  of  the  tissues  invaded.  We  fmd  every  possible  gradation 
between  the  nonnal  placenta,  the  hydatiform  mole,  and  chorio- 
epithelioma raalignum,  and  a  transition  from  one  to  the  other  in 
the  order  named  is  |K>ssible. 

Permanent  healing  has  followed  the  removal  of  the  growths,  and 
even  the  partial  removal,  as  in  the  case  of  Fleischmann,  in  which 
a  secontiary  vaginal  tumor  was  removed,  an<l  only  a  portion  of 
the  primary  uterine  tumor  removed  by  the  curette.  Yet  not  only 
did  the  uterine  tumor  completely  <lisappear,  but  (here  was  subse- 
quent childbearing  and  complete  recovery. 
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The  microHmpir  exHiniimtidiis  of  tlie  tissues  «Tai)C(l  from  the 
iitontJi  showed  what  apj>eare<l  to  Ix-  a  typical  chorioepitholioma 
tnalignum. 

IVe  ihcrelore  are  foraul  to  the  ponchaion  thai  we  have  no  way  of 
fudging  the  m-alitfiianct/  uf  Uitse  ymieths  aave  hy  the  guhsetfwnt 
eowiic  of  the  caxe. 

Schlogeiibaufer  uml,  almut  the  same  time,  but  in<le[>e[iJently, 
Wlasjutw  oliHen'c*]  (•horiiiepUlii'IumialcHi.s  gn>wlli>i  in  iho  tcsticlp 
identical  Ut  those  found  in  the  female.  Tliesc  growths  are  rcganlwl 
by  the  above  observers  to  have  the  same  histogenesis — i.e.,  tliat 
they  arise  from  embr)'onic  cipmcnts  of  the  fetal  ecto<!erra  and  con- 
tain both  sj-ncrtium  tinrl  T-anj^hans'  rell."!.  Whiswtw  exaiiihied 
twelve  leratomata  of  the  testicles  and  found  this  pet'uhar  cell 
structure  in  Uiree. 

L.  Pick  has  innee  found  a  similar  <{tructurc  in  ovarian  tissue. 
Rtsel,  Schmorl,  and  Steinhaiis  have  made  further  obser^-atioiis  in 
cases  of  chorioepithehomu  maH^um  of  the  testicle.  It  is  possible, 
though  not  yet  proven,  that  such  tumors  may  occur  elsewhere  in 
the  male. 

Breus  (187.S)  records!  a  testicular  luinur,  with  a  secoudarj*  tumor 
in  the  heart,  whicli  Si-hlnp-nhanrer  reganh^l  as  a  malignant  hyda- 
tiform  mole  in  the  male,  and  Breus  later  accepted  his  views  as 
liighly  ]>n)l)able.  In  view  of  tliis  case  and  the  other  testicular 
tumors  rciwrtcil  by  Sfhla)(onhaufer,  Risel,  Schmorl,  Wlassow,  and 
Steinhaus  the  question  naturally  arises,  ^Vliat  light  does  thlt  throw 
on  the  origin  of  teratomnta  and  cm  the  ehorioepitheliomata  in 
women?  Certaltdy  it  establishes  the  theory  of  the  fetal  origin  of 
these  growths,  as  o[i|M>si-d  Ix)  the  iheorj-  of  tlie  muternal  urigiii. 
Furthermore,  the  epithelial  covering  of  the  villi  must  be  regarrled 
as  being  epiblastic  in  origin. 

It  is  probable  that  in  the  antenatal  period,  when  the  foetus  is 
little  mure  tlum  a  :(egineiitation  sphere,  one  or  more  p«)lar  bodies 
or  blastomeres  become  displaced  and  incuqxtraled  In  tlie  structures 
which  go  lo  make  the  testicle,  and  later  dex*elop  into  struc-tures 
CKMikprising  all  thrtv  layers  of  the  blastoderm. 

Why  a  complete  embryo  i.s  not  developed  and  why  the  growth  at 
times  !>eooines  malignant  are  unsolve^l  problems. 

Diagnosis.  From  a  study  of  these  cases  it  is  oi)ser\'ed  that  the 
cUuicul  diuguojii:)  of  primary  chorioepitbclioma  has  only  been  made 
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in  the  cases  where  the  lesion  conUI  I*  tliroctlv  iiispecled — £.<.,  in 
the  vagina,  Ubiiiin,  am!  t*er\'ix.  They  were  retrogniz«l  by  their 
rharaclt-nslic  ruunile<l  shupe  ami  Ului.sli  color,  (heir  lendencv  to 
bleed  freely,  and  by  the  absence  of  uterine  hemorrhage,  t(;getlit'r 
with  negative  findings  in  the  nteras,  after  exph>ring  with  the  finger 
and  curette. 

The  clinical  diagnosis  was  at  all  times  confirmed  by  micnxseopie 
examinations  of  portions  of  excised  or  curetted  ti.<u;ue-  VMtlioitC 
lite  microscope  a  |X).sitive  (liiigno>sis  li  not  possible. 

Tumors  lying  in  hi<ldeii  portions  of  the  body— r.  g.,  kidney,  liver, 
aod  lung — were  not  diagnosed  with  certainty  without  u  post-mortem 
examination. 

Wicre  the  case  did  not  end  fatally  it  was  not  possible  to  say  that 
the  growth  was  malignatit,  from  the  fact  that  the  macniscopic  and 
microscopic  findings  in  these  growths  were  in  no  way  diagnojttic  of 
malignancy. 

The  ages  at  time  of  operation  were  twenty  to  fifty  years.  Twelve 
of  the  seventeen  cases  in  which  the  age  was  recorded  oceurrcd 
between  thirty-five  and  forty-one  years  of  age. 

We  find  in  this  nuralier  that  in  one  rase  a  hydatiform  mole  wa.< 
in  uiero  at  the  time  nt  ap[H'aranre  of  the  .nyniptoms  and  pnmar)* 
growth.  In  anotlier  case  there  was  a  two  months*  fcetus  in  utero. 
In  ihpse  cases  the  lumor  followetl  incomplete  almrtions;  in  three 
others  the  al^ortions  were  omiplete,  and  !ii  .leven  rases  there  were 
nonual  lalmrs. 

In  all  cases  where  there  were  vaginal  or  cer\'ical  tumors,  hemor- 
rhage was  the  s^ptom  which  hi!  to  the  detection  of  the  grt>wth. 
In  exceptional  cases  a  foul-smelling  vaginal  ilist^harge  followed  the 
appearance  of  the  hemorrhage. 

Prom  the  fact  that  these  growths  are  so  frequently  located  in 
the  vagina,  ami  that  hemorrhage  \»  an  early  and  constant  symp- 
tom, our  .suspicions  sliouM  always  lie  aruuseil  by  the  iK-curn-rice 
of  bicetling  from  the  vagina  iluring  the  course  of  pregnancy  after 
the  expulsion  of  a  bydatifortu  mole,  an  abortion,  or  labor. 

If  on  inspection  such  a  tumor  is  found  it  should  be  excised, 
and  if  on  micmscupic  examiiuLlioti  chorionic  epithelium  is  found  an 
exploratory  curettage  of  the  uterus  should  lie  made.  However,  we 
have  learned  thai  we  cannot  rely  on  the  micn>scopic  findings  in 
the  scmpings  in  determining  the  maliguaiicy;  hciicc,  bccau:ie  of 
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our  present  limitations,  it  would  appear  to  be  advisable  to  make  a 
complete  extirpation  of  the  uterus  when  syncytial  tissue  is  found 
in  the  scrapings.  The  cases  which  have  recovered  after  the  re- 
moval of  the  vaginal  growth  and  leaving  the  uterus  do  not,  in  our 
present  knowledge  of  these  cases,  justify  us  in  leaving  the  uterus 
unless  by  an  exploratory  curettage  the  uterus  is  found  free  from  all 
chorionic  epithelium. 

The  relation  of  hydatid  mole  to  chorioepithelioma  malignum  is 
discussed  in  the  chapter  on  Hydatiform  Mole. 

The  diagnosis  of  the  malignant  character  of  a  chorioepithelioma 
cannot  be  based  upon  the  macroscopic  or  microscopic  appear- 
ances of  the  growth,  nor  will  the  presence  of  metastatic  growths 
confirm  the  diagnosis.  The  histological  and  naked-eye  appear- 
ances are  the  same  in  the  benign  as  in  the  malignant  forms,  and 
metastatic  growths  have  been  known  to  disappear  spontaneously. 
We  therefore  must  rely  upon  ike  vliimate  dinical  course  for  the 
diagnosis  of  malignancy. 


CHAPTER  XXII. 

THE  DIAGNOSIS  OF  MALF0BMATI0N8  OF  THE  UTERUS. 

I.  Th<we    Due  to    Imperfect  Development    of    Muller's 
Deer. 

1.  Uterus  Deficiens. 

2.  Uterus  Rudimentarius. 

3.  Uterus  Foetalis  (Infantile  Uterus). 

4.  Uterus  Unicornis. 

n.  Those  Due  to  Imperfect  Blending  of  Muller's  Duct. 

1.  Uterus  Septus  (Bilocularis).  ^ 

2.  Uterus  Bicornis. 

3.  Uterus  Didelphys  (Uterus  Duplex,  Utenis  Separatus). 

4.  Uterus  Accessorius. 

The  developmental  defects  of  the  uterus  are  arranged  under  two 
general  headings: 

1.  Those  due  to  imperfect  development  of  Muller's  ducts. 

2.  Those  due  to  imperfect  blending  of  the  same. 

UTERUS  DEFIOIENS. 

It  is  very  unusual  to  find  in  an  adult  a  complete  absence  of  the 
uterus.  When  found  there  is  usually  also  an  absence  of  the  entire 
genital  tract,  or  only  a  rudimentary  development  of  the  vulva, 
vagina,  tubes,  and  ovaries.  The  round  ligaments  may  be  present, 
though  poorly  develope<l.  If  the  ovaries  are  present  the  menstrual 
molimina  will  be  experienced,  and  vicarious  menstruation  may 
occur.    There  may  or  may  not  be  .sexual  desire. 

It  has  been  found  in  such  malformations  as  acephalia,  but  to  find 
no  trace  of  the  uterus  in  viable  f(vtuses  or  adults  is  indeed  rare. 
A  bilobed  uterus  has  been  mistaken  for  the  Fallopian  tubes,  and 
a  hollow  rudimentary  utenis  for  the  vagina  in  post-mortem  ex- 
aminations. 

There  may  be  no  evidence  of  a  uterus  other  than  a  thickening 
of  the  posterior  vesical  wall,  or  a  smooth  band  continuous  above 
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with  the  tubes  and  below  with  tlie  nxitiii  ligaments,  or  the  broar 
ligaments  mav  be  tliickeiiei]  in  places  bv  uterine  tissue.  It  is  mani- 
festly impossible  to  make  a  clinical  distinction  Wtween  such  nuli- 
menlary  cumUlioiiK  and  uomplete  alweiu-e  of  the  ultrus.  MintukiM 
have  Iw-en  made  In  aimtoniiral  di.s-sertiims. 

The  ovaries  are  often  uonuul.  In  fact,  the  general  psychical  and 
physical  development  is  usually  perfect. 

PeriofHc  ovulation  seldom  occnira.  A  scanty  lilofwiy  discharge 
rarely  cutne.'^  from  the  ViLginu.  ami  has  nut  hefii  demon istraLtnl  tu 
be  a  menstrual  flow.  Vicarious  hemorrhages  from  the  nose  and 
rectum  have  been  reported. 

The  comlitir)!!  is  n,siially  rerogniKed  in  the  effort  1o  determine 
tlie  cause  of  anieuorrlioea  and  sterility.  The  examination  is  best 
mafle  per  rectum.  .\  sound  placed  in  the  bladder  can  l>e  palpated 
along  it*  entire  course  by  the  finjj^r  in  the  rectum.  If  the  utenis 
were  well  developed  this  would  U'  iinjH>.ssiblf. 

The  dill'erential  diagnosis  between  ii  complete  absence  of  the 
Uteruit  and  a  rudimentary  uterus  is  scarcely  pos&tble  without  mak- 
ing an  exjiloratory  incision.  Placing  a  sound  within  the  bhidilcr 
ami  tlirecting  an  a-ssistant  to  bnld  It  while  prtK-t^eding  with  a  recto- 
alHlomimil  examination  will  demonstrate  cither  an  entire  al)iscncc 
or  a  rudimentary  development  of  the  uterus  (Fig.  14). 

UTERUS  RUDIMENTARIUS. 

As  the  name  implies,  the  uterus  is  rudimentary  in  its  develop- 
ment. It  remains  a-s  a  fibromuscular  VkkIv.  ill  formeil  and  unrler- 
siKed.  The  walls  may  lie  so  thin  as  to  suggest  the  name  ult-ru* 
mrmbraneurrifUJi.  Tlie  cervix,  sdnexa',  ligamenls,  and  vagina  are 
likewise  nidirnentar}'  or  alwent.  Tlie  external  genitals  mav  Im- 
well  formed,  though  this  is  not  probable.  As  state<l  in  the  alxjve 
paragraph,  a  diagnosis  chiuhiI  1h>  made  fruin  complete  ulisencc  of 
the  uterus  unle.ts  by  alvlnminal  .secttoti. 


UTERUS  F(ETALIS  (InfantUe  Uterus). 

The  uterus  and  adnexa?  fail  to  develop  beyond  that  of  felal  life 
or  early  infancy — they  are  umlersiwd.  No  sharp  distinction  can 
be  mode  in  thesie  Cjuies.    In  general  it  may  t>u  statiHl  tliat  when  the 
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oerrix  is  larger  than  the  corpus  uteri,  the  waits  thin,  and  the  long 
Rxis  of  the  litems  less  than  two  inches,  we  have  lo  do  wiih  an  infan- 
lilf  lileruH.  A  Iwtter  tunn  would  be  Iti/popltuia  tUfri.  Congenital 
anteflexion  of  the  uterus  is  u.^nally  due  to  hypoplasia  of  the  uterine 
wall  at  tlie  point  of  tiexion.  A^ide  from  the  s\xe,  the  inoet  striking 
feaiiin*  of  the  fetal  or  infant  ntenis  is  the  diHpro|Kjrtion  hetwiipii 
the  cervix  and  llie  boily  of  the  ulenu.  The  cervix  is  two-thirds 
the  length  of  the  whole  organ,  the  body  one-thinl.  In  the  mature 
utenis  the  cervix  ii  one-third  the  length  of  the  whole  organ,  the 
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ImwIv  Iwo-thinls.  Ag;iin,  the  urlior  vit«r  in  the  fetal  or  infantile 
uteru."*  extcml.H  the  entirt-  length  of  the  iilerine  cavity,  while  tn  the 
adult  uleruK  the  mucosa  uf  the  body  i.s  sniootli  and  tlie  nrbur  ^iln; 
rxtemis  only  the  length  of  the  f(,'r\'ix.  -Still  another  feature  of  the 
fetal  or  infantile  uterus  is  the  alntence  uf  a  fundu.s;  the  top  uf  tint 
utenis  is  eitlier  flat  or  depressed,  while  in  the  adult  uterus  it  is  otmvex. 
The  vagina  is  usually  shorter  and  narrower  than  is  normal,  but 
Bii  a  nite  in  well  formed.  The  vulva  nmy  l>e  puorly  developed  and 
the  breasts  likewise,  hut  this  is  nut  the  rule. 
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A  general  hypopla.sia  of  (he  «'hnle  cardiovnsciiliir  sj-stem  is 
tu  be  an  uiiderl^'ing  factor  in  this  develop  mental  failure.  Chlor 
scrofiilH,  am]  the  generul  wasting  diseases  are  givoti  as  general  prc- 
<)isposing  causes.  No  genera!  cause  can  account  for  local  hyper- 
plasia where  the  other  stnictures  of  the  body  are  well  developed. 
Cretins  and  dwarfs  commonly  posiwss  fetal  or  infantile  uteri,  t>ut 
DOt  infretfuenlly  there  is  perfect  general  physical  development.  U 
is  pmlMhle  that  the  developmental  failuix*  lies  primarily  in  the 
ovaries. 

The  dinica)  diagnosis  is  not  difficult.  Primarj'  amenorrhica 
should  always  suggest  the  probable  existence  of  an  infantile  uterus. 
Sterility  is  invariably  pn-sent.  If  the  [Hitient  has  meiLslruated 
nurnially,  or  if  she  has  ever  been  pr^iaiit,  there  is  no  jiossibility 
of  an  infantile  or  fetal  uterus.  A  small  vagina  and  vaginal  por- 
tion of  the  cen'ix  .suggeiit  a  small  uteru.s.  A  rectoabdominal  exam- 
ination under  nnn'jiithesia  b*  preferred.  When  the  uterine  canal  will 
admit  a  sound  tlie  mea^iuruiuenl  of  the  length  of  tiie  iitenut  rnay  1m; 
made,  and  an  estimate  of  the  thickness  of  the  wall  can  be  arrived 
at  by  a  conjoined  rectoabdominal  examination,  the  sound  remaining 
in  the  uterus. 

UTERUS  UKIC0RNI8. 


But  a  single  horn  of  the  uterus  is  developed;  the  opposite  hom 
is  either  absent  or  rudimentary. 

The  explanation  of  this  defi-ct  lies  either  in  a  partial  or  complete 
failure  of  one  Mtillerian  duct  to  develop.  The  single  horn  tapers 
of!  into  the  lube.  At  the  juncture  of  the  hom  and  the  tube  the 
round  ligament  is  given  off.  There  ts  no  fundus.  The  vagina  and 
cervix  are  small,  and  may  l>e  divideil  partially  or  wmipletely  by  a 
septum.  The  ovaries  an*!  tubes  may  be  rudimentaiy  or  absent; 
so,  also,  the  blailder  and  kidney  may  be  unileveloped,  or  there  may 
be  absence  of  the  kidney  on  the  side  opjiosite  the  single  hom.  The 
cervix  is  small  and  the  vii^in  vagina  is  narrow.  The  deformity  is 
difficult  to  distingui.sh  rliiiii.'ally  from  the  infantile  utems.  Ttie 
lateral  deflection  of  the  uterus  is  highly  suggestive. 

Sterility  Is  the  rule,  though  pregnancy  in  a  nidimentaj'y  horn  is 
paviiblc.  AmenorrhfKa  is  common,  but  the  menstrual  functions  may 
proceed  regularly.  Where  pregnancy  exists  In  a  rudimentary  honi 
we  have  to  dual  with  a  condition  nut  unlike  tubal  pregnancy  in  it^ 


rUnia  ■n>lu«  ilut4«x  (DAtnml  llaa),  aomplrU^ly  donblr  iitrru*.  »ii(t  tTin>inp1«taIy  Jaabla 
ncf""  *■'  *  k'''  lwaiit]K4wo  yvmat  ot  aftv:  a,  a.  tulmi;  \  t>.  fiimluB  iiT  !)■•■  ilciubln  alnriH; 
«;  ft  t  |iiu(jlh>n  «rf  nnna;  rf.  rf.  wivltlw  of  iH-  utcrinr  iKHlln;  «.  <■,  luU-m*!  orlfl«wt;  /,/. 
■xteTiwI  w»lta  a(  Um  twn  niwlisi  S.  ff.  ritt-ni*)  iirlltLi-jt.  b,  k,  v^loftl  tmnAln ;  t,  (mKIUmi 
Wbkb  divided  Out  Kiipor  third  at  tbc  vagliw  Into  two  tMln*.     <HMUi.f 
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two  conditions  save  hv  aMominn!  fsertion,  unless,  as  is  possible  in 
exceptiotiul  ctusc^,  tbc  gt'statiun  sac  Is  tlctuun.st rated  bv  a1i<tciiiiiiial 
pBl|Hiliiiii  to  lie  within  ihv  utuwhiiit-nt  of  the  wiiriil  ligiirnent.  In 
tubal  pregnancy  the  gestation  sac  lie^  external  to  the  attachment 
of  the  round  lij^ament. 


•  UTERUS  SEPTUS  (BUocttlaria). 

The  uterus  is  ilivt<|ed  by  a  vertical  septtim  extending  a  variable 
distance  from  the  external  os  to  the  fundus.  On  the  exterior  there 
is  no  endence  uf  a  septum. 

The  ulenis  is  bmiidpr  and  more  jflolmlar  than  Ls  the  perfectly 
devfiojH-d  organ.  Xitl  infi-efjueiitly  the  vagina  is  septate.  Various 
explanatory  terras  have  Iwen  applied  to  the  several  dt^jrees  of  the 
septate  uterus — i.  c,  uUrtis  biforis  supra  simplex,  where  the  septum 
Is  only  found  near  the  external  os;  uterus  sufiseplus  univorporem, 
where  the  septum  is  found  in  only  a  part  of  the  cen'ix  ami  Ixnly; 
vtrrus  subscptus  uniceUvs,  where  tlie  septum  Is  found  iu  the  body, 
not  in  the  c-er^'ix;  and  ntfriin  .luhnrjiliis  uniforM,  wliere  the  sep- 
tum completely  divides  the  body  and  cervix,  there  being  a  single 
external  os. 

UTERUS  BIGORMIS. 

ITie  two  horns  of  the  uterus  are  united  to  a  liinittxl  and  variable 
degree,  the  union  taking  place  fn>ni  below  upwaril.  The  two  liatves 
of  the  uterus  are  rarely  efjually  developed.  All  gradations  are 
obser>'ed  Iwlween  the  ulcni.s  uidctirnis  with  a  rudimeiitarj'  .second 
honi  and  the  uterus  hicomis  with  Ixith  hom.-i  fully  develoiH-d.  The 
tulw'-s  HEid  ovaries  are  usually  normal,  but  the  vagina  often  partici- 
pates in  the  dupU'xily.  The  degree  of  sejmration  varies  from  com- 
pletely divided  IxmUcs  wifli  a  .tingle  <xT\-ix  to  a  union  uf  the  two 
horn.'f,  leaving  but  a  tioich  in  the  funthis.  The  two  hom.s  are  not 
always  of  etpial  sixe,  and  may  not  lie  on  tlie  same  plane.  A  septum 
may  partially  or  coinpletely  diviih*  the  iTrvix  and  vagina.  One 
or  l>»>th  horns  ni»y  l>e  impcrfoTatc.  The  external  genitals  are 
usually  normal  (Fig.  Ci'S). 

In  addition  to  the  anomalies  in  the  development  of  the  genital 
organs  there  may  be  nialdevek>pnient'<  of  the  uriiiaPi'  tract — f.  (/., 
ectopia  vesica^'  absence  uf  or  congenital  atropliy  uf  the  kidney. 


DlAayosiS  OF  MAlFORMATtoys  OF  TUB  VTKRVS    2l»0 

Tlie  bcliavii^r  uf  tin-  iitrrits  hii-iiriiis  Is  MinJInr  U*  llial  of  tlie 
iiU'rus  ^ptus.  Mcftstrual  dMinlen  urc-  (viiinion.  Amtriiurrhim 
may  result    from  atneua  of   the  loircr  gemtul    tract,  or  froQi  uii 


Fiu- 


tUmriMilr    iMrruB    U'ltli  liilatrrul  liilHmtBrlBii   ttliamarn        11h>  qxn-lmcn  wma   n-niovt^ 
|iu«>iuiirti'iit-     TIh>  inticnl  rcfUHHl  ofM'rstlufi  maii  ili«l  t4  general  auiiitunUlw  pcrllaiilllB, 

K<Htr  I'hJtdrcn  taMd  bean  buni,  pnitiahly  from  Iha  tar(«r  horn. 


VUer\m  I'ienmld  nniM'llU :  n.  vii«inD  l*l<l  ojh-ii  ;  h.  -liutic  »^nli ;  C,  c.  M»M<ii«  bonu; 
/,/.  riHuuJ  UcMucula;  d.  d.  F^llopUa  IhImb;  c.  (,  urarbok     (iUuii.) 
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imperforate  luim-ii  in  luiih  hnnis  of  the  utenis.  The  menses  may 
flow  siiniiltaneniisly  from  the  two  horns  or  alternately  at  intervaU 
of  from  two  to  four  weeks.  UTieii  one  Iiorii  or  oiie-Iialf  of  a  septate 
uterus  i.s  pr^^ant  tlie  opposite  side  may  continue  to  men.stniate 
or  may  iH-comc  pregnaiit  at  any  time  during  the  periiKl  of  gesta- 
tion in  tlie  other  si<le.  A  deeidua  may  form  in  the  non-gravid  side 
and  be  discharged  at  lalxir.  Pregnuney  and  lahor  may  progress 
nomiatly,  ami  uterine  euntructions  occur  in  both  honi.s.  TliLs, 
however,  is  not  the  rule.  The  nrerine  coiitrartions  are  seldom 
regular  and  strong;  maI|X)sitions  and  malpresentations  of  the  cliild 
arc  common;  placenta  pnevia  and  premature  detachment  of  the 
placenta  may  occur  at  any  time,  and  nipture  of  the  uterus  <hinng 
laltor  is  alwuvs  to  be  feared. 


Fill.  M 


I — (I 


V. 
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Itoiible  Ulcnu  (nfcnn  <ll<lrlpliy«):  a.  riKhtmritr:  b.  l<-n  mrftr:  f.  ricbl  o^-mO"  ^  rlR>it 
nund  llgMDPnl;  e,  1«A  Kionil  llgnniEnC:  /.  tdl  tube:  f,  Wl  «a|t'o>'  portion:  A,  riehk 
VM«l»a]  portion;  i,  rl|1it  VBBtn>:  J,  Irtl  vHclns:  t,  txtrllllon  bvtwoon  the  two  ra(iMB. 
(Mknn.) 


The  pre.seiice  of  the  uterus  l>iconii.s  or  utenis  septus  is  often  not 
sii.s[>e<teci,  even  after  marriage  ami  childbirth.  A  double  vagina 
or  u  double  cervix  will  suggest  the  presence  of  a  .septate  or  bicomate 
utenLs.  When  pregnancy  doe«  not  exi.-rt  the  finger  or  sound  will 
aid  in  the  diagnu.ti;*.  I'mler  aniestliesia  the  separate  horn  may  lie 
deki'tcil  by  biiiianiiat  fMimiiiatioii.     Iiivoliiliiin  is  nirclv  m>  {H'rfect 

iu  the  puerperium  m  lu  tlie  normal  utcrua,  atid  then  urc  Ukcljr'  to 
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follow  displacements  and  subinvolution  with  all  their  remote  con- 
sequences. Placental  tissue  is  liable  to  be  retained  in  the  uterus 
and  lead  to  infection  and  hemorrhage. 


UTIEUS  DIDXLPHTS  (UTE&XIS  D17PLEX,  UTERUS  8EPARATU8). 

Not  only  the  uterine  hom.s  but  the  cervix  as  well  is  completely 
divided.  Each  half  is  e<{uippe4l  with  a  single  tube,  ovary,  and 
round  ligament.  The  vagina  may  l>e  single,  double,  or  partially 
divided.  The  two  halves  may  be  in  difTerent  planes  and  of  unequal 
size.  One  or  lx>th  sides  may  be  imperforate.  All  that  has  been 
said  of  the  clinical  features  of  a  bicomate  uterus  will  apply  to  a 
uterus  didelphys. 

UTERUS  AOOESBORIUS. 

This  is  the  rarest  of  anomalies  in  the  development  of  the  uterus. 
Hollander  and  Skene  each  obser\'eil  a  t-ase  in  which  a  small  uterus 
was  situated  in  front  of  a  normal  uterus,  the  two  bodies  joining 
at  the  internal  os.  The  accessory  uterus  had  no  adnexee  and  no 
round  ligaments.  The  explanation  of  this  anomaly  is  probably 
that  a  diverticulum  of  Miiller's  duct  developed  into  an  accessory 
uterus.  Hollander's  case  gave  birth  to  seven  children.  In  an 
abdominal  section  placental  tissue  was  found  in  the  accessory 
uterus.  Skene's  case  suffcretl  from  a  leucorrhoeal  discharge  from 
the  accessory  organ. 


CHAPTER  XXIII. 

THE  DIAGNOSIS  OF  MALPOSITIONS  OF  THE  UTERUS  AND  ITS 
NEIGHBOBING  OEOANS. 

'  Pathological  Mobility. 

Pathological  Fixation. 

Anteposition. 

Retroposition. 

Latebo  position  . 

Elevatio  Uteri. 

Torsion. 

Prolapsus  Uteri. 

Inversion. 

Antevehsion. 

Anteflexion. 

Retroversioflexion. 

Under  perfectly  physiological  conditions  the  uterus  may  occupy 
widely  varying  positions.  In  order  that  these  physiological  changes 
in  position  may  occur,  the  uterine  ligaments,  pelvic  peritoneum, 
and  cellular  tissue  must  possess  their  normal  degree  of  elasticity 
(Fig.  66). 

The  normal  position  of  the  uterus  varies  with  the  attitude  of  the 
individual.  It  is  crowded  backward  hy  a  full  bladder,  forward  by 
a  loaded  rectum,  and  forwani  and  downwanl  by  increase  in  the 
intra-abdominal  pressure  from  coughing,  .straining  at  stool,  etc. 

By  reference  to  Figs.  68  and  69,  it  will  be  seen  that  the  normal 
position  of  the  uterus  of  a  virgin  in  the  erect  po.stnre,  with  the 
bladder  and  rectum  empty,  is  one  of  anteversion,  .slight  ante- 
flexion, anteposition,  and  slight  lateral  (K)sltion.  The  l)ody  of  the 
uterus  lies  almut  1  cm.  behind  the  upi)er  Iwnlcr  of  the  symphysis 
pubis,  the  cervix  points  to  the  scccmd  .sacral  vertebra,  and  lies  alxuit 
2  cm.  in  front  of  the  sacnK-cK-cygeal  iirticuliiti<»n.  In  the  virgin 
there  is  less  anteflexion  than  in  u  multipara.  The  c.xj)luiiatioii  lies 
( 212 ) 
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PATHOLOOIOAL  MOBILITT  OF  THE  UTSRUS. 

The  uienis  l»ecomes  al>nornialIjf'  movable  when  tlie  nonnal  .su|^ 
ports  are  weakened  or  have  given  way.  A  relaxation  of  the  uterine 
ligaments,  of  the  peU-ir  floor,  and  of  the  iilxlominnl  muscles  will 
lem)  tu  ahiioniiiil  motiilitv  of  the  uterus.  I'lider  sueh  c.-umlitionM 
the  uterus  gravita1e.s  Htt-onliu^  lo  the  jKvsitiou  of  the  patient.  In 
the  upright  po«itiuii,  willi  the  bluijder  eiuptv,  it  iiiay  fall  fom'ard 
and  downward.  In  ihi*  ilorsid  |M»siti(iii  willi  the  rectum  empty, 
the  uterus  falls  Iwckwanl  into  the  lioltow  of  the  sacrum.  This 
condition  when  uncomplicatetl  cannot  Ite  regarded  seriously  from 
A  clinical  point  of  view. 

PATHOLOGICAL  FIXATIOM  Of  THE  UTERUS. 

An  fthnomially  movable  utenis  may  lodge  in  a  position  where  it 
becomes  fixed  uihI  immovable.  It  is  thereby  evident  that  the  fac* 
tors  causing  increnAe<l  mobility  of  the  organ  may  lewl  to  a  more  or 
le^s  permanent  fixation.  Fixation  of  a  misplaced  utems  will  be 
con.siderwi  in  subsequent  chapters.  We  will  here  (liRru.s.*(  only 
Bxation  of  the  nonually  place<l  uterus.  By  this  we  mean  a  uterus 
in  normal  position  but  lacking  the  degree  of  elasticity  and  mobility 
that  is  found  in  health. 

Parametritis  atrophicans  (Fn-unil)  or  |>animciritia  p()sterior 
(Schultze)  h  a  comlition  frc<iiienlly  c>vcrlnoke«l.  The  uterosacral 
ligaments  are  firmly  contracted  and  tender.  By  thickening  uufl 
contraction  of  the  utentsacrul  ligiiments  the  cer\-ix  is  drawn  l)ack- 
ward  an<l  tin-  whole  utems  restricted  in  its  uiovemenls.  A  chronic 
metritis  will  diminish  the  normal  flexibility  of  the  uterus,  as  may 
also  carcinoma  and  fibroids.  Chronic  cervical  catarrh  may  stiffen 
the  cervix. 

ANTEPOSITION  OP  THE  UTEBU8. 

Antep<witioii  is  an  exafigcratiihri  of  ilic  normal  position.  The 
ntenui  lies  immediately  Iwhind  the  nbtlominal  wall  and  symphysis 
pubis.  Among  the  caii.ses  of  ante|H>sition  of  the  uterus  we  have 
.■mcllings  liehind,  crowding  the  nlems  forwiml,  or  adhesions  attached 
to  tlie  anterior  surface  of  the  uterus,  pulling  it  fon^'anl,  .such  as  are 
nuule    by  ventrofixation.      'I'he  latter  condition  Ls  vcrj*  unu-tual. 
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The  most  cominon  ciutsfs  atv  lulml  »n<)  <»vurijiii  Mvt'lliims  Iviiij; 
in  tlitr  fiil-rlf-siH"  of  DtiD^la.s,  rt'tnuilfiiiif  liinimlmrlc,  tiMiHirH  of 
the  uterus  bulging  from  the  [Kwterior  Mirfact-  uf  (Ik-  iiteniH,  ami 
new-growths  of  the  rocliiiii.  Anteposition  Is  often  coiulitnt.nl  with 
elevation,  imtovcrsimi,  hih)  untrfiexion. 

The  ijiagnusis  is  sfMuin  ditTiL-ult.  On  himaniiul  examination  the 
uterus  is  funml  King  close  to  the  HUterior  abdominal  wall.  WTieji 
cansetl  by  retrxmlerine  swellings  which  cuiniol  be  outlined  apart 
from  the  ntcriis  tlu-  .sound  will  Itr  ret|nire<l  tii  liH-ate  the  ixisitinn  of 
the  organ.  A  retrouterine  tuniur  crowding  the  uterus  fnnva.nI  U 
recognizet)  by  it.s  Irregular  outline  and  its  eon.sisteney.  Here,  again, 
the  uterine  sound  will  be  of  serviee  in  tm-nling  the  utents.  In  every 
doubtful  case  an  uniesthetie  .<ihuuld  lie  administered.  The  one  symp- 
tom commonly  present  is  frequent  urination.  (See  Plate  XXV.J 
Antepositiou  of  the  uterus  is  but  an  exaggerated  normal  poiiition, 
and  is  not  to  Ih*  n-gariii-*!  .S4Tiously.  The  <leteruuning  factors  and 
associated  legions  as  above  named  alone  demand  serious  considera- 
tion. 


RETROPOSITXON  OF  THE  UTERUS. 

In  retroposition  the  uterus  lies  back  of  the  normal  position  with- 
out change  in  the  direction  of  its  long  axis. 

As  causes  of  retro]>osition  wc  find  either  a  .fwelling  in  front  of 
the  utenis  or  adliesious  I>ehind  it.  Among  swellings  in  front  of  the 
uterus  are  uterine  libroids,  iiiuiors  of  the  bladder  and  anterior 
abdominal  wall,  i>ersistent  distention  of  the  bla<lder,  and,  occasion- 
ally, distended  UiIk's  and  ovurics.  Adhesions  behind  the  uterus 
causing  retrojjosition  are  largely  confine*!  to  the  peritoneal  cavity, 
and  involve  the  greater  portion  of  the  posterior  surface  of  the 
uterus.  These  adhesions  most  fretpiently  nwult  from  cxtettsion  of 
un  inOunimation  from  the  IuIkts,  wliich  when  inflameil  commoidy 
lie  behind  the  uterus.  In  abnonnal  mobility  cif  the  uterus  due  to  a 
relaxation  of  tlie  normal  supports  the  uterus  falls  into  retroposition 
when  (he  juitient  lies  upon  her  ba<^k.     (St*  JMato  XXVI..  Fig.  1.) 

It  is  most  important  to  recognize  the  cause  of  the  displacement, 
ina.smueh  u.s  retm|>asition  per  se  is  of  little  clim'cal  signirieiince. 
W^cn  no  tumor  mass  or  atlhesions  are  found  in  the  pelvis  aiul  the 
retrofiosed  uteni.s  displays  an  abnonnal  mobility  the  di.splaeement 
i.H  regarded  as  due  to  relaxation  of  the  uterine  supports. 


PLATE  XXIV. 


Retrouterine   HEemntoina  Crovvding  the  Cul-de-sao  of 

Douglas  Up  and  iho  Uterus  Upward 

ond  Forward. 


i 
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It  i.s  not  always  |H>ssible  to  (liagtiu.sc  the  presence  of  adhesions, 
even  when  the  examination  i.s  made  uiuler  uiiiestliesia.  All  operators 
of  experience  will  testify  to  the  freijuency  with  which  perimetritic 
wlhesions  are  unexpectedly  found  after  opening  the  abdominal 
cavity.  This  fact  alone  would  seem  to  render  the  Alexander  opera- 
tion of  shortening  the  round  ligaments  through  the  inguinal  canal 
an  uncertain  procedure. 

Perimetritic  adhesion.s  are  confined  to  surfaces  nonnally  covered 
with  peritoneum.  They  are  found  with  the  greatest  frecjuency 
about  inflamed  tul)es  and  ovaries,  and  are  therefore  mo.st  commonly 
located  beside  or  Whind  the  uterus.  The  uterus  is  rarely  absolutely 
6xed.  The  degree  of  mobility  depends  upon  the  location  of  the 
adhesions,  their  e.\tent,  length,  and  firmness.  Adhesions  binding 
the  uterus  to  movable  structures,  such  as  Ijowel  and  omentum, 
usually  permit  more  or  less  mobility  on  the  part  of  the  uterus. 
The  diagnosis  of  a  perimetritic  exudate — that  is,  of  an  exudate 
lying  within  the  peritoneal  cavity  and  binding  together  the  peri- 
toneal surface  of  the  uterus  with  the  peritoneal  surface  of  the  adja- 
cent structures  from  an  exudate  involving  the  pelvic  cellular  tissue 
— is  made  first  of  all  by  the  location.  A  parametritic  exudate  lies 
low  in  the  pelvis  In  c-lo.se  proximity  to  (he  vaginal  wall,  while  a 
perimetritic  exudate  lies  on  a  higher  plane  and  is  more  difficult 
to  palpate  through  the  vagina.  Furthermore,  in  parametritis  the 
adhesive  band.s  are  firmer  and  larger  than  in  perimetritis.  The 
uterine  sound  may  l>e  of  service  in  locating  the  position  of  the 
uterus  apart  from  inflammatory  exudates  and  new-formations. 

LATEB0P08ITI0N  OF  THE  UTEEUS. 

I.Ateroposition  is  generally  combined  with  retro  position,  less  often 
with  anteposition  and  descensus.  A  limite<l  lateral  displacement  of 
the  uterus  may  be  regunled  as  normal,  and  is  explaine<l  by  a  short- 
ening of  the  broad  ligament  on  the  side  to  which  the  uterus  leans. 
This  congenital  unilateral  shortening  of  the  bn)ad  ligament  ami  also 
of  the  uterosacral  ligament  accounts  for  the  lateral  displacement  of 
the  uterus  not  infre<|uently  found  in  virgins. 

The  usual  cau.ses  of  lateral  displacements  of  the  uterus  are 
inflammatory  exu<lates  and  new-formations;  more  rarely  cica- 
tricial contractions  of  the  vaginal  wall  following  lacerations  and 
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sloughs.     Exudates  at  the  sides  of  the  uterus,  when  large,  will 
crowd  the  organ  to  the  opposite  side  of  the  pelvis.    I^ter,  as  the 

Pro.  70 


Left  lat«rodiBpUoeinent  of  the  ut«nu.    The  left  broad  ligament  ib  thickened  «tid  contracted 
and  has  drawn  the  uterus  to  the  left. 

Fio.  71 


Left  laterovemon  of  the  uterufi.  The  uteruB  is  crowded  (u  the  left  side  of  the  pelvis,  the 
Ions  axis  of  <t>c  ulerus  inclines  to  the  left.  The  cause  of  the  dixplaceinent  is  a  broad  lica- 
menl  cyst  of  the  risht  side  adherent  tu  (he  wall  uf  the  |>elviii. 

exudate  organizes  and  contracts,  the  uterus  is  drawn  to  the  side 
occupied   by  the  exudate   (Fig.   70).      If    the  exudate   exerts   its 
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iiifiluenee  along  the  entire  side  of  tlic  uterus,  the  uterus  as  a  wliole 
will  be  first  pushed  to  the  opposite  side,  and  later  drawn  to  the 
same  side.  If  the  exudate  involves  the  lower  s^ment  of  the 
broad  ligament,  leaving  the  body  of  the  uterus  free  and  movable, 
the  cervix  will  be  drawn  toward  the  side  in  which  the  exudate  has 
collected  and  the  body  of  the  uterus  tilted  to  the  opposite  side — a 
lateroversion  or  lateroflexion.  Likewise,  in  case  of  tumor  forma- 
tions lying  beside  the  uterus,  if  the  force  is  distributed  along  the 
side  of  the  uterus  there  will  be  a  simple  lateroposition ;  if  pressure 
is  exerted  upon  the  fundus  alone,  there  will  l>e  a  lateroversion  or 
flexion  in  which  the  body  will  be  crowded  to  the  opposite  side,  the 
cervix  pointing  to  the  side  occupied  by  the  tumor  (Fig.  71). 

Slight  lateral  <lisplacements  of  the  uterus  are  commonly  over- 
looked. \Vhen  found  they  should  always  lead  to  a  careful  bimanual 
examination,  and,  if  necessarj%  under  aniesthesia,  in  view  of  deter- 
mining the  cause  of  the  lateral  position.  Reference  to  Figs.  70 
and  71  will  suggest  in  a  general  way  the  mechanism  of  the  dis- 
placement. In  a  word,  tlie  displacement  is  due  to  traction  on  the 
one  side  or  to  crowding  on  the  other. 

ELETATIO  T7TERI. 

In  elevatio  uteri  the  uterus  is  raised  above  the  normal  plane  and 
approaches  the  anterior  alxloniinal  wall.  In  uncomplicated  elevatio 
uteri  the  long  axis  of  the  uterus  is  strnightetied.  As  a  matter  of 
fact,  it  is  unusual  to  find  an  uncomplicated  elevation  of  the  uterus, 
such  a  condition  being,  as  a  rule,  associiited  with  lateral,  anterior, 
Or  posterior  displacements.  The  position  is  physiological  in  preg- 
nancy. The  extent  to  which  tlie  uterus  may  tie  drawn  upward  is 
astonishing.  A  perfectly  normal  uterus  may  Im?  raised  to  the  level 
of  the  umbilicus. 

Causes  of  elevation  of  the  uterus  may  be  classifietl  under  two  gen- . 
eral  heads,  namely,  swellings  below  the  uterus  crowding  it  upwanl, 
or  tumors  and  adhesirtns  makitig  upward  traction  upon  the  uterus. 

Swellings  beneath  the  ulerus  and  cmwiling  the  uterus  upward 
are  tumors  of  the  cervix,  vagina,  rectum,  lucmatwele,  and  hiemato- 
colpos.  Adhesions  binding  the  fundus  to  the  alKlominal  wall  may 
develop  during  pregnancy  and  the  puerijerium,  leaving  the  uterus 
in  elevation  after  the  puerperiuin.     Plate  XXIV.,  Fig.  2,  represents 
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the  utcrii.s.su.s|K'iicit'i)  rrnin  tlir  ulKlomina!  wiill  in  an  dcvnlctl  ]M>sitioi). 
AC'usjareaii  .sfdion  hud  l>efii  |K'rri)rtiif<l,jiii<l  ?;iibsei[iifntly  it<llufsii>ii.s 
developed  lietween  the  scar  in  tlie  jilwloincn  ami  that  of  the  uterus. 

Fig.  140  n-preseiits  ti  .siil)iwrit««ifal  lilirtiiii  uttudiet]  (o  the  fundus 
and  growing  inio  the  alxlmnuial  cavity.  It)  this  ca.se  either  the 
pedicle  luust  elongate  or  the  uterus  will  be  drawn  upward,  since 
(he  tumor,  when  it  can  im  h>uger  lie  utTorn modal ed  in  the  pel\Ts, 
rises  into  the  aTKh>ininal  cavity. 

Tumors  of  the  ovary  with  .short  [tedieles  may  operate  similarly. 
The  vagina  ftill  he  found  greatly  elongated  and  the  cer\'ix  may 
iiuL  l>e  witliiu  reach  of  (he  exauiiiiiiig  Giigtrr. 

TORSION  OP  THE  UTERUS. 

In  torsion  of  the  uterus  the  organ  is  tn'isteil  upon  its  long  axis. 
This  displacement  mrely  exists  singly,  but  is  generally  associateil 
with  anteposiiion.  lateral  position,  or  elevation.  \Yilh;n  perfectly 
normal  limits  tiie  uterus  is  slightly  turned  ii|}on  its  long  «.\i.s,  due 
to  a  shortening  of  the  hmnd  ligament,  which  runs  uutwanl  and 
sliglilly  hackwanl. 

Caiujci  of  torsion  may  lie  traction  on  the  one  hand  or  pressure  on 
the  other.  Adhesions  running  fmm  the  .side  of  the  uterus  back- 
ward or  forwan]  may  turn  the  utenis  iiptm  its  long  axi.s,  as  will 
also  pressure  made  upon  the  side  of  the  utenis  by  tumor  formations. 

Fig.  72  represents  a  pedinicnlated  ovarian  tumor  lying  in  the 
abdominal  cavity.  The  tumor  has  Wen  turned  upon  its  long  axis, 
and  with  it  the  utenm  has  Itecome  twi.shil.  It  is  even  possible  for 
the  uterus  to  I>e  severed  by  the  twisting.  The  blood  supply  to  the 
nterus  may  be  shut  olT  otjinpletely  aitd  caiLse  gaiign^ic,  or  partially 
and  result  in  atrophy.  Menstnial  and  intermenstrual  secretions 
may  \>e  pent  up  in  the  uterus  above  the  point  of  torsion. 

A-s  n  nde,  the  displacement  is  not  fli.-tcoverefl  until  an  exploratory 
incision  is  matle  to  remove  the  cause. 

PROLAPSUS  UTERI. 


As  Mi^e^ter]  by  Berry  Hart,  prolapsus  uteri  should  he  comnitlered 
under  the  head  of  displacement  of  the  pelvic  floor.  Tlie  displace- 
ment .ihould  lie  reganled  tin  a  hernia  of  the  litems,  adnexn,  blaihler. 


AniepottiUon.  The  loaded  recTum  crowda  tha  uleru*  rorwnnl  into 
■ntepoelUon  vwhan  Ihe  bladder  is  amply.  Thw  (rul'd«-aficor  Oouflla* 
U  «1mn«i  Dblilei-Mlt^d.  When  Ihe  rectum  Is  «mplyth«  ut«v\iit->N\V\  t»iVL 
back  Into  th«  norma)  pocition. 


^ 
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drill),  iiiiil  vugiiiH.  WliiU*  l1i(>  iiiitlior  is  in  iitvonl  with  tim  view, 
it  is  thought  Ix^t  ti)  cuiisidcr  the  siiltjix-t  uUinj;  with  utlier  displat-e- 
tnents  of  the  uterus,  t\s  It  the  ciutom  with  nM»t  text-buoks.  Wet>- 
ster,  in  his  lext-book  un  Diaraaes  uj  Wumai,  huhU  tlial  prolapsus 
of  the  uten]:^,  vugina,  urethra,  and  bladder  is  ihe  result  of  faihjre 
ciu  the  part  uf  the  fuM-ial  and  uther  tissues  supp>rtii)g  the^  organs 


Fio.  72 
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TbnloB  trf  Um  uUnm  Muiwil  by  iwiMUiiof  lb«  pr*11<<l«  nf  »□  nwian  cyat. 


between  the  buny  walt^  of  the  j>elvis  in  resist  intra-alKlominal 
pre.ssure  and  Kravilv.  If  the  power  of  Tesistance  is  weakened,  or 
tiie  iiUra-uU luminal  pn-ssurt!  and  weight  of  the  uterus  are  intrea-sed, 
or  if  both  factors  crwiiMrnte,  jirolapsus  will  ornir.  Webster  takes 
exception  to  the  new  of  Hart,  who  regards  the  [M'nneutn  «.■*  ii  fixed 
segment  for  the  supjHirt  of  the  nti-nis.  and  of  Thonia-s,  wIhi  holds 
that  tbv  pcrincuEu  i»  a  buppurting  wedge.     By  anatoinicnl  dlsseo 
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tions  Webster  has  tlpnionstmtetl  that  tlic  |M'lvic  fasftii  and  not  the 
peritieum  and  levator  ani  miisric  U  llii-  wal  siipptirt. 

The  vitrious  Ta-scial  tLnsues  which  meet  in  the  perineum  and  give 
support  to  the  |»eKic  viscera  are:  1.  The  anterior  and  posterior 
triunpular  lij!;amei)t.s.  2.  The  vi.seeral  layer  of  the  rectovaginal 
fttscia.    .'1.  Tilt'  aiiiik  fn-sria.    4.  The  deep  superficial  fiuseia.    \\el>- 


Fid-  73 


S^^ 


Spll,  itiviilnl  f>ii>l>  "f   <lip  •■•^liiliicr.       niw  lum  ul    (lie  |M)vle   floOT  kIMl  'I: 

anurim  wall  of  (lie  vaglnu  ivrvowlo  ihc  •Jcwviii'  i-f  iHi*  ui»rui 

ster  holds  that  ihe  |>erineH!  tnihscles  are  of  little  value  an  a  support 
cuinpared  to  tlie  pelvic  fn-scia. 

In  the  nlisener  of  a<>tuHl  niptiire  of  llie  fasM-ia  it  is  possihle  for 
stivtchinff  alone  to  so  wrnken  llu-  siip|H>rt  that  pn>I«psiis  will  fM-cur. 

Prohip^us  uteri  is  a  ternt  iinplyiiin  m>t  only  a  .h'-went  of  tlie 
Utt;rti5,  but  also  invulvenitmt  of  the  blmkUT,  rectuoi,  vugiua,  aud 
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lulnexn.    I  Vscent  of  the  uterus  may  be  chocked  at  any  point  l)etween 
llie  iKirrnal  pfisilion  and  extreme  prolapse. 

nomenclature.  With  Welmler,  the  author  will  speak  of  (1) 
deaeen*u»  uteri,  when  ilie  uterus  and  vafpnal  walls  do  not  descend 
heyoiiil  the  vulvar  outlet,  niul  (2)  jrr'iiajjxtts  utni,  when  the  uterus 
und  I'Bgtnu  ilesceml  l>ryoi)d  the  ^nilvar  outlet. 


.'..^    1    i-l-l-L.iJ,    l.n   liil  j;i.  illu.J    Il;i,<  III  Ihc  llKlllrluif  .JiJlJInMIIlUlt.!   by  UjUioUll.      Ill  111  U 

nanncf  tbewclenl  nf  (bolaoualiaii  UdomonaltMcd. 

The  posture  of  (he  patient  most  favorable  to  rect^ition  of  a 
downwanl  iHsplafH-uicnt  of  tlu'  uteni.s  i.s  the  erect  (Fif^.  7).  In 
the  reetnnltent  |K><iitii>n  the  uteni.t  may  rcHume  in  part  or  wholly 
Ihe  normal  position.  Tlie  erect  position  h  awkward  and  enihar- 
nkSNin);,  arid  for  the»e  reasons  is  sehlom  iLted.  Willi  the  |Kitient  in 
the  lithotomy  [HLsiiiim.  the  uteni-i  may  Iw  iiiiinipiiliiti'*!  in  snrh  a 
manner  as  to  elTeclively  deinun^tratc  the  degree  uf  dc^jceitsus. 
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it  is  that  in  secondary  prol!it>sc  of  the  ulerus  there  is  usually  an 
elongation  of  the  cervix,  while  in  primary  prolapse  tlicre  is  no  such 
change. 

In  complete  prolapsus  uteri,  with  invor^on  of  both  walls  uf  the 
vngina.  the  cervix  having  been  prenously  elongateii,  will  rclract 
more  or  less  and  may  be  materially  shortened.  The  direction  of 
the  long  axis  of  tlie  uterus  varies  witli  the  descent.  The  usual 
position  ill  (lesicen.sus  uleri,  wlien  the  uterus  lies  in  the  pelvb,  b 
that  of  retroversion,  and  this  position  \a  exaggerated  as  the  uterus 
descends. 

The  adncxof  arc  drawn  down  by  the  uterus,  and  in  complete  pro- 
lapMLS  are  found  in  a  funnel-like  depre.ssion  formed  of  peritoneum. 

The  bladdiT  is  so  intinialely  connected  with  the  anterior  vaginal 
wall  and  cervix  that  it  must  neces.^a^ily  sliuif  in  the  disptacentent 
of  the  uterus.  A-s  the  auteriur  wall  «f  llie  vagina  pouches  it  drags 
uiKJii  the  base  of  tlie  bladder.  In  tin-*  manner  a  cyslocele  is  formed 
which,  in  ccunplete  pn>lapse  of  the  vagina,  may  include  the  greater 
|H>rtion  of  the  bladder,  causing  it  to  protrude  fnun  the  vulvar  orifice. 
The  exact  limitations  of  a  cystocele  are  detenuined  by  the  catheter 
or  .wuiul  ill  (lit-  latter. 

Wiicn  the  blailrler  is  iHstenilcil  tin;  eysUc  mass  is  felt  and  see-ii  tu 
j>rotnide  into  (he  vagina,  and  its  oullinas  arc  usually  determined  by 
iiisjK'ctioii. 

The  rrctiim  is  more  loosely  connected  with  llic  vaginal  wall  than 
Is  the  bladder.  The  loose  cunuecttve  tissue  may  |x'rmit  of  a  complete 
pmlnp.se  of  the  paslerior  wall  of  the  vagina  without  tlisplacing  the 
rectum.  More  often  there  i.-*  a  pouching  ftmvanl  of  the  rectum  into 
the  vaginal  pouch  (rectuctrle).  By  direi.-t  palpation  through  tlie 
rectum  the  location  and  extent  of  the  rectocele  are  determined. 

The  nnatnniical  changes  occurring  in  the  prolapsed  tis.sues  are 
largely  the  r<',sult  of  distnrlmnce  in  circulation,  of  exposure  to  the 
influence  of  air  and  of  friction  of  the  thiglis.  There  is  first  conges- 
tion and  axlematoiis  inliltmtion,  and  thi.s  is  followed  fay  induration 
(hyperplasia)  of  the  tissues.  Deeubilus  ulcers,  slow  in  healing, 
may  form  on  exposed  surfaces.  Where  the  lips  of  tlic  (m*ix  are 
retracted,  the  exposed  mucous  membrane  of  the  cervix  may  be 
transformed  into  slnitified  epitheliuin. 

OUnic&l  IMagnosis.  The  diagnn^^is  of  de.srensus  and  prolapsus 
uteri  ib  seldom  diflicult.     It  is  very  unusual  to  find  a  prolBpiH*U 


Seoondary  de«cent  of  th*  ui«rij«.  Tha  iit«ru«  ■■  rclroverted  Hnd 
li«a  on  H  plane  Iciwop  thon  norrrtBl.  The  cervix  does  not  cK.ton<l  W 
the  vulvar  oullet.  Th«  anterior  voj^IdhI  ivmII  t«  proi»pee<l  »iirl  th4 
poaterior  vagina]  wall  ia  partially  inverted. 


the  uterus.  Without  ha\-ing  looited  tlip  fundus  it  cannot  be  said 
that  the  uterus,  as  a  whole,  has  dcspemled.  By  a  rectal  examina- 
tion it  LH  uften  possible  to  locale  tlie  point  of  junctun-  of  tlie  Ltrrvix 
and  uterine  body,  and  estimate  with  some  degree  of  accuracy  the 
length  of  the  cenix.  Measuring  the  depth  of  the  uterus  by  the 
sound  will  give  exact  infonnntion. 


Fis.  78 


ProUliau*  Ulrri.      Thr  cileriial  on  it  UcFrated  uii!  omlnj.      On  ibo  u<lo  <il  thn  pmlNfuwd 
ut«nia  b  » il««ul»tUB  ulcer.     <C4u«  oT  J.  C.  W«lNt«rV} 


Tl  is  more  difficult  to  determine  whether  it  is  the  supravaj^nnl  or 
infrava^^iniil  portion  of  the  remx  that  is  I'longiili^l.  ThU  \s  ascer- 
tttinnl  bv  noting  the  depth  of  the  vuutt  of  (he  vagina.  If  deereii.se<l 
in  depth,  the  »upravag;inal  portion  uf  the  cervix  is  elongated;  if  it 
remains  at  the  noniml  level,  ihe  infravaginal  ]>or1ion  of  the  cer\ix 
Is  elongated.    Both  the  infrava^nnl  and  supravaginal  ponion.i  of 
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the  oemx  luav  Im*  iiicrea-seil  in  length,  in  whirh  event  there  will  be 
h'ttle  change  in  the  depth  of  the  vault  of  the  vagina. 

When  the  iiteni-s  is  entnpletely  prului>seit  it  is  pos.«dhIe  to  ap]tros- 
iiniite  the  Imtids  over  und  Bl)o%'e  the  bo(]y  of  the  uteru.s.  having    t 
nieretv  the  vugiuat   walls  and   bladder  l>t;lweeu   llie  fingere.     By 
an  doing  it  Is  [KKiibte  to  aKsoltitelv  exritide  all  other  conditions 
(Fig.  77). 

Can  the  diapiaccment  of  the  vatfina  and  utrriu  be  correctrdf    'lllis 
question  will  naturally  arise  ht>fore  the  diagnojii.t  i$  complete.    An 

F11..TI  ' 


Iliiiiamial  |iiJpslii>n  of  the  iiml&pretl  uteru.iL 

attempt  to  replace  the  litems  may  l>e  made  without  ano^tbesia,  hut 
where  there  is  much  tenderness  or  where  great  difficulty  is  encoun- 
trn'd  an  ana*sthetlc  should  l>e  given.  Aiiiung  hindrunceti  to  the 
replacement  of  the  uterus  may  be  mentioned  pelvir  tumors,  adhe- 
sions, inHanimulory  exudate.s,  and  .swetliikg  from  u»lemu  and  indura- 
tion of  the  uteniA  and  vagina. 

While  the  clinical  symptoms  cannot  be  relied  upon  in  the  dia^ 
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OfMu  of  prulnpoiu  utrri,  tbry  on  fairly  constant  and  (leaer^e  ooo- 
wlmtioii. 

Backarke  U  the  moot  rommon  roiDpUint,  but  Li  more  ofteh  due 
to  dLKUex  u(  llic  stlurur  aiHl  to  xufimmmaiuTj  exixlates  cotDplkxtiog 
prolapaiu. 

Freling  of  trngfu.  prrgturr,  ami  trtuiioH  u  lo  br  accounted  for 
\>y  Uie  iiicreaiwii  .11/4^  ol  thr  uttru-i,  Uy  pn»»ure  upon  ncighbocing 
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NtructunrA,  and  liy  traction  u|MJti  udhcsioiM  aiul  the  natural  supports 
of  llie  uterus. 

J^umrrhtra  and  mntnrrhagxa  nr*'  lltr  rcstdta  of  pas-sive  congestion 
n\  llu*  ulertM,  whitli  in  turn  in  tin-  n-.<nli  of  the  <ilsplQcemeiit. 

SterilUif  is  due  to  mechanieal  hindruntva  and  to  complicatinjj 
U*»ii>n»  in  (he  iiteriw  awl  ailnexie.  Prej^nancy  in  a  pn)l)i[>seil  iilertw 
will  eilln-r  lerininjitc  s[K>ntannMi.Hly  or  go  on  to  full  term.  AlMniion 
it  tno?<(  tiki'ly  In  iK-eur  uLtout  the  fourth  uiuntli,  when  tiie  pregnant 
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uterus  can  no  longer  be  accommodated  in  the  limited  space  of  the 
pelvis.  If,  however,  the  uterus  does  rise  into  the  abdominal  cavity, 
the  prolapsus  is  relieved  for  the  period  of  pregnancy.  Involution 
in  the  puerperium  is  likely  to  be  retarded,  and  the  lochial  discharge 
may  remain  bloody  an  unusually  long  time. 

Disturbances  of  ihe  bladder  junctions  are  almost  constant,  and  are 
e.Ypla!ned  by  pressure  upon  the  bladder  and  the  displacement  of  the 
bladder  and  urethra.  Retention  of  the  urine  is  possible  even  to 
the  point  of  rupture.    Cystitis  may  develop. 

The  rectal  junctions  are  generally  disturbed,  though  not  to  the 
extent  and  frc<juency  found  in  the  case  of  the  bladder.  Constipa- 
tion, rectal  tenesmus,  and  hemorrhoids  are  the  result  of  pressure 
made  upon  the  rectum  by  the  pr()lapsed  uterus. 

Differential  Diagnosis.  Prolapsus  uteri  is  most  often  confused 
with  an  elongated  cer\'ix.  The  differential  diagnosis  has  been 
considered  in  a  previous  paragraph.  The  vaginal  portion  of  the 
cervix  may  be  so  enormously  enlarged  as  to  resemble  a  prolapsed 
uterus. 

Complete  prolspsiis  uteri  with  atresia  of  the  cervix  may  be  mis- 
taken for  an  inverted  uterus.  The  finding  of  the  fundus  will  clear 
up  the  diagnosis. 

A  large  cyst  of  the  vagiiui  may  protrude  from  the  vulva,  and  on 
superficial  examination  l>e  mistaken  for  a  prolapsed  uterus.  Such 
cysts  do  not  lie  in  the  median  line;  they  fluctuate,  and  are  covered 
with  thin  mucous  membrane.  A  rectoalMJominal  examination, 
under  ana'sthesia  if  nece.ssary,  will  enable  the  examiner  to  locate 
the  bo<ly  of  the  uterus  in  its  normal  position. 

A  pedunculate<l  .submucous  fibroid  protruding  into  the  vagina, 
or  a  pedunculated  fibroid  of  the  cervix,  may  be  mistaken  for  a 
prolapsed  uterus.  The  ub-sence  of  the  external  os  in  the  advancing 
body,  the  finding  of  the  fimdus  within  the  pelvis  at  its  normal  level, 
and  the  passage  of  u  sound  into  the  uterine  cavity  will  clear  the 
diagnosis. 

INTERSION  OF  THE  TTTERnS. 

Inversion  of  the  uterus  is  the  partial  or  complete  turning  inside 
out  of  the  organ. 

Etiology  and  Mechanism.  Puerperal  inversion  is  by  far  the 
most  common  form.    It  occurs  in  the  puerperium  nine  times  more 
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frcfiuently  than  at  aiij*  other  time.  lYiiction  upon  the  cord  in 
retainwl  pla^'ciitn-  is  the  usual  way  in  which  the  amdcnt  ocrurs 
(Figs.  79  iiru!  SO). 

In  102,000  labors  at  the  Hotunda  Hospital,  in  Dublin,  but  one 
case  is  wrported.  Kclirer's  «itiiuate  is  I  in  2000  labors.  The  one 
castrntial  coiulitioii  in  all  invcrsinns  <if  (he  uterus  is  atony  of  the 
musculature  in  some  part  of  the  uterine  borly.  Pmlisposing  factors 
to  atony  of  the  utorua  arv  fpecjuent  cliildbearing,  protracted  lalions, 
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hydmmnios,  twin  pregnancy,  precipitate  laliors.  and  repeated  rais- 
carriageit.  With  these  conditions  opieraticig  to  fatigue  and  relax 
the  uterine  musculature,  it  oidy  nceils  such  preccilures  as  traction 
upon  the  cord  and  comprcisittn  of  the  funchis  to  effect  an  inversion. 
S^mutaneous  iuver^^ion  may  occur  during  or  itninediately  follow- 
ing the  thirri  stage  of  labor,  the  mechanism  I»eiiig  not  unlike  that 
of  intussusception  of  the  Ijowels.  Of  100  cases  of  inversion  of  the 
uterus  collected  by  Beckuianii,  M  were  spuntaneoiu,  21  were 
directly  caused  by  traction  upon  the  cord,  and  25  were  from  un- 
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known  causes.  Of  the  jfpontaneoux  cases  many  were  accounted 
(or  by  (lie  presence  of  shnrt  t-onls  »»r  conls  twistwl  alwiit  the  neck 
of  the  foetus.  Immediutcly  upon  expulsion  of  the  child  a  viicunm 
is  created  in  tltv  uterus,  aiid.  if  in  addition  there  Is  atony  of  tlie 
fundus,  the  intra-alH]oniinal  prestiure  may  proiluee  an  inversion. 

It  U  difficult  to  account  for  inversions  o<'eurring  late  in  the  puer- 
perium.  Those  (hie  to  tumor  formations  in  Uie  body  of  the  utenis 
are  of  rare  occurrence.  Such  tumor.'t  operate  first  by  weakening 
the  uterine  wall,  and,  liccond,  by  making  tructton  upon  the  atonic 
area.  Pedunculateil  fibroids  arising  from  the  fundus  are  forced 
throuj^h  the  ccn-ix  into  tlie  vagina  by  the  contractions  of  the  uterus. 
If  there  is  a  relaxation  at  their  point  of  in.wrtioii  this  action  may 
cause  an  inversion  i>f  the  fundus. 

'riieri'fore,  we  nmy  divide  inversion  of  the  utenia  from  un  etio-. 
I(ig!<*n]  |Htiiit  uf  view  into: 

1.  IVerj)erai  inversion. 

2.  Inversion  due  to  timior  formations. 
Olshau^n  reported  a  cu.se  of  inversion  in  a  fprl,  aged  eighteen 

years.     There  waa  no  assignable  caii.sc.    This  is  one  of  ihc  very 
few  ca-w.s  of  sp<(iilaneou.s  inversion  occurring  indc|)cndent  of  lalmrj 
ami  new-(;ri)wth<j. 

Anatomical  Diagnosis.  Three  grades  of  inversion  are  reco^ 
nizMl : 

1.  Where  the  fundus  lies  witliin  the  uterine  ("avity. 

2.  Where  the  fundus  lies  within  the  vagina. 

3.  Where  the  entire  utenw  protrudes  from  the  vulva. 
In  (he  drpnwsioii  fomic*]  by  the  invcrtcfl  fundus  arc  found  the 

tubes,  ovarian  ligaments,  and  part  of  the  round  and  broad  ligaments. 
The  ovaries  are  rarely  found  within  the  depression.  The  muc 
covering  that  portion  of  the  inverted  fundus  Uing  within  the  vagina 
and  external  to  the  vulva  undergoes  retnign.'.'i^ive  change!*.  In  the 
Iwginning  tlienr  is  market!  congestion;  later  erosions  and  tnie  ulcers 
may  develop,  and  the  covering  of  columnar  epithelium  may  be 
converted  into  niariy  laycn^  of  .stratilied  .sipianioiLS  cells. 

Sloughing  anrl  gangrene  of  the  inverted  litems  may  re-sndt  from 
interference  with  the  circulation. 

Following  the  cougcftion  of  the  invertnl  body  is  an  enlargement 
of  the  uterus  from  hyjXTfilusiu.  which,  when  of  long  stantling  iiiid 
far  advanced,  may  prevent  n-placemcut  uf  the  inverted  fundus. 
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From  the  tubes  infertitms  iniiy  travel  to  the  ovary,  pel\nc  connec- 
tive tissue,  and  |>eriti>neuin.  Adiiesions  may  hind  Injjethrr  che 
tubes,  ovaries,  and  coiLt  of  intcstitu^  within  the  futuieUshapcfl 
depression. 

Clinical  Dla^osis.    Tlie  fJiagnosis  can  only  be  made  with  cer- 
tainty by  a  physical  exumiiiutiuu.     Subjective  sigiis  awaken  no 
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more  than  a  suspicion  of  ihe 
acridcnt.  The  inversion  may 
take  place  suddenly  or  slowly. 
and  is  referrwl  to  as  acute  or 
chronic.      There  Ls  a  sensation 

of  something  pving  way  iti  the  pelvis,  and  this  \s  immediately 
Followeil  by  hemorrhajje.  Tlie  loss  of  blooil  may  result  fatallv,  or 
may  be  limlte<]  in  amount  and  merely  prolong  the  menstrual  flow. 
In  the  intervals  of  the  bUxKly  flow  there  Is  a  profuse  serous  or 
iieropurulent  di^wharge.  Partial  inversion  may  occasion  do  symp- 
louLs  and  may  escape  notice.  The  functions  of  the  bowel  and 
biwldcr  are  disturbed,  ami  (^eneml  physical  exhaiLttion  follows. 

Under  favorable  conditions  for  making  a  bimanual  examination 
it  is  possible  to  demonstrate  by  the  hand  over  the  abilomen  or  in 
the  rectum  the  al>sence  of  the  fundus  and  in  its  place  a  funnel- 
stiaped  depression.    By  the  fingers  in  the  vagina  the  inverted  fundus 
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is  M(  bulging  into  the  cavity  of  the  uterus,  into  the  vagina,  or 
beyond  the  vulvar  mitlet.  A  .smttnl  pliu-i^l  within  the  htaiMer 
may  assist  as  a  guide  In  the  hiuianiuil  rxaniiimtion.  Tlu-  finger  in 
the  rectum  may  be  made  to  meet  the  sound  id  the  bb<lder  or  the 
hanri  on  the  ubtiomen,  thereby  demonMrnting  the  absence  of  the 
uterine  body.  In  iht'  protruding  fundus  are  seen  the  tubal  openings, 
there  being  no  external  os.  "Where  the  inversion  is  not  complii'te 
the  cervbt  niuy  form  a  contraction  ring  about  tlie  presenting  fundus, 
By  drawing  uimn  (he  fundus  with  one  hand,  the  fingers  of  the 
other  hand  in  the  rectum  nmy  l»e  h(»oked  over  the  margin  of  the 
funnel-shaped  depression. 

A  sound  pa.wed  into  the  vngina  and  between  the  protruding 
fundus  and  eer^'ix  will  extL'iid  a  limited  dislancv  and  e<|ually  so 

iiniinid  the  etiiire  nrcumfercru-e.  Tn 
piuTi>eral  inversion  the  free,  rounded, 
bleeiling  moss,  with  its  soft,  shaggy  sur- 
face pmtruding  into  the  vagina,  should 
sulVice  for  a  <tiugTiosis  when  nssociated 
with  the  disappearance  of  the  usual  ab- 
iluminul  tutiiur. 

Differential  Diagnosis.  PediiDculat«4 
fibroids  and  polyps  lying  within  tbo  va- 
gina ure  to  lie  ditTerentiated  from  inver- 
sion i>f  the  second  d^ree  by  locating  the 
funilus  of  the  uterus  within  the  pelvis  by 
a  rectoab»]ominaI  examination;  second* 
by  passing  a  sound  int<i  the  uterus 
and  finding  the  rjivity  of  normal  or  incrca.sfd  ili'pth  ;  thini,  by 
the  absence  of  tubal  openings  in  the  protruding  moss. 

SabmucoQs  polyps  and  fibroids  lying  within  the  cavity  of  the  ntanu 
show  by  the  passage  of  the  suiiiid  an  iui.Te;ise  in  the  depth  of  the 
cavity  of  the  uterus,  and  by  a  rectoabdominat  or  by  a  vagino- 
abdominal "CJtaminatinn  the  fundus  is  located  within  the  pelvic. 
Care  must  be  taken  In  passing  the  sound  that  the  growth  does  not 
obstruct  the  passage  of  the  instrument,  givmg  tlie  impression  lliat 
the  uterine  eavity  15  shortened. 

A  partiAlly  divided  ntenu  with  «  depression  in  the  fondos  may,  in 
the  passage  of  the  sound  and  palpatJuii  of  the  funilas,  give  tlie 
impression  of  a  partial  inversion.    (See  Figs.  K4  and  S5.J 
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Sabmocous  fibroids  with  parti&l  invenioo  may  not  be  recognized 
fmm  a  simple  iiivcrHmn  iH-fore  o|>erating  for  the  removal  of  the 
(umnr. 

ProUptos  atari  is  di.stingiii-shetl  from  an  inversion  hy  Uie  oblitera- 
tion of  the  ^-a^nal  forniees,  by  finding  the  external  os  at  the  bottom 
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(it«riu,  bni  Ibe  fuB<Jtu>  \f  l(>«aipil  wiihin  ihf  p«lTla  br  ■  mmuoIumI  uamlnBiinn. 

of  the  protriiditig  nmss,  and  by  the  ulmence  of  a  cup-shaped  deprea- 
sion  in  the  fun<ius.  A  .sound  [NLsscd  through  the  cervix  will  sink 
to  the  depth  of  the  normal  uterine  cavity. 


ANTEVERSION  OF  THE  UTERUS. 

Nn  .sharp  distiiictiun  euti  Ih>  druwii  l>etweeii  a  pliysiologiral  and 
a  puthologieni  antevcrsioii  of  the  utenis.  Wiiliin  pcrfe<*lly  ni)rnuil 
limita  the  long  axis  of  the  uterus  Ls  tume<l  forward  upon  on  Imag- 
inary iranavetse  axis.  A  permanent  exaggeration  of  this  condition 
may  be  regarded  &&  {mtliolugical. 
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Etiology.  An  exaggerate*!  temporary  and  physiological  antcver- 
siori  is  louiid  when  the  recluui  is  dUleiiiied  and  tliu  bladder  empty, 
anil  alsd  in  tlic-  early  iiirniths  of  pregnancy. 

rhmnic  metritis  is  the  most  iximmon  cause  of  pathological  antt^ 
version.  'Hie  i[irrea.sed  weight  of  the  ulenjs  rausea  the  l)ody  to  fall 
forward,  the  een-ix  to  turn  backward. 

Cuntructiuii  of  iIr-  uterusiicrml  ligaments  from  a  retruulerine 
cellulitis  will  draw  the  cervix  backward  and  lilt  the  body  forward. 
Here  retropo-sition  l-s  conimouly  aiwociated  with  anteversion. 

More  rarely  »dhesioiis  hind  the  anterior  surface  of  the  uterus  to 
the  bladder  or  abdominal  wall. 

Any  swelling  lichind  the  uterus  may  exert  pre.sstire  upon  the 
utenis  in  a  manner  that  will  prcMhiee  an  antevcrsion. 

A  mural  fibroid  located  in  the  anterior  wall  of  the  uteru.>)  may 
cause  the  utenis  to  revolve  forward  by  increasing  the  weight  of 
tlie  body. 

The  iliagtumg  is  made  by  a  e<)nj(jineil  e^aniiiialioii.  The  cer^'ix 
points  backward,  or  backwanl  and  upwani,  and  tin-  lanly  is  pal- 
patnl  thniugh  the  anterior  wall  of  the  vagitui  lying  well  u[>on  the 
bladder  and  l>ehind  the  syiuphysis.  So  extreme  may  the  version 
l»c  that  the  iKxiy  may  pre.ss  down  upon  the  anterior  vault  of  the 
vagina,  forming  a  rounded  swelling  not  unlike  a  eystocele  in  appear- 
ant:e.  In  such  a  case  the  external  os  will  be  ilifticult  la  touch  with 
the  examining  finger. 

When  for  any  re^'K)!!  the  [Ki&itiou  of  the  utenut  cannot  he  located 
by  a  conjoinecl  examination,  the  soum)  will  determine  the  direction 
of  the  uterine  canal. 

There  are  no  characteristic  symptoms.  Frequent  urination  is 
the  most  constant  complaint.  Wliere  other  symptoms  e.xi.-*!  they 
are  usually  caused  by  I'oni plications  rather  Uiau  by  simple  displace- 
ment. 

After  ItK-atiiig  the  uterus  in  anteversion.  the  uext  step  is  to  deter* 
mine  tlie  cause  of  the  displacement.     (Sec  Plate  XXV'III.,  Fig.  1.) 


AMTEFLEXION  OF  THE  UTERXTS. 

As  with  anteversion,  so  with  anteflexion  of  the  uterus;  it  is  not 
poi^sihle  to  draw  a  line  between  the  normal  and  tite  abnormal  posi- 
tion.   In  anteflexion  tlie  uterus  is  bent  fo^^'ard  upou  ita  Long  axia. 
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The  cervix  is  directed  downward  ami  forward  and  (be  bodv  for- 
wiini,  thereby  fnntiing  an  angle  at  the  junction  of  the  boily  and 
cervix. 

In  an  abdominovaginal  examination  the  Indy  Should  be  enga^l 
betwen  the  two  hands  and  the  anj^Ie  of  flexion  feh  by  the  Bnf;er 
witliin  the  vagina.  When  the  untellexed  uterus  hes  in  relro}>asi- 
tion.  the  flexion  may  W  Ije-st  foumi  by  the  finger  iiigh  in  the  rectum, 
feeling  the  angle  upon  the  posterior  surface  of  the  uterus  as  the 
bmly  l»end.s  forward  upon  the  cervix.  This  examinatioti  will  be 
materially  facilitate<]  by  an  anicsthctic.  'Hie  sound  will  Ik-  of 
special  .service  when  it  is  otherwise  tinpos-sible  to  outline  the  uterus 
because  of  tumors  and  inflammatory  exudates  encroaching  upon  it. 
The  r^ize.  -sliaiK;,  and  consistency  of  the  uterus  will  usually  serve  to 
distiiiguisli  the  ntfni.s  fmui  all  such  swellings. 

Having  determined  the  position  of  (he  uterus,  and  before  any 
trratment  i.s  pm[M>.sed.  it  is  essential  to  clearly  define  the  cause  of 
the  displacement.  Is  the  uterus  fixctl  r)r  free  ami  movable?  If 
free  anil  movable  the  fault  may  l>e  a  hypoplasia  of  the  uterine  wall 
at  the  point  of  Hexion.and  Ls,in  all  probability,  a  congenital  defect. 
Here  the  uterus  is  very  often  found  to  be  iindersiwd  (hypoplasia). 
If  the  uterus  is  restricted  in  it.s  niovemenLs,  the  cause  may  be  a 
congenital  or  an  ucc|uireil  shortening  of  the  utenisacnd  ligaments; 
new-formations  and  exudates  lying  behind  the  Ixxly  of  the  uterus 
and  crowding  it  forward;  less  frequently  an  increase  in  the  weight 
of  the  ImmIv  of  the  uterus. 

An  intramural  fibroid  lying  in  the  anterior  wall  of  the  uterus 
may  fonn  an  angle  with  the  cervix,  which  to  the  examining  finger 
resembles  an  anteflexion.  ITie  form  and  consistency  of  tlie  tumor, 
together  with  the  passage  of  the  souiul,  will  locale  the  uterus  apart 
from  the  tumor.    (See  Plate  XXVIIT.,  Fig.  2.) 

Anteversion  and  anteflexion  are  frwjuently  combined. 

The  subj«--tive  signs  of  anteflexion  of  the  uterus  are  frc^^ucnt 
urination,  dysmenorrhoea,  and  sterility,  though  these  are  by  no 
means  constant.  It  is  nut  likely,  as  is  generally  believHl,  that  dys- 
meiiorrha'a  i.-*  due  to  obstruction  to  the  outflow  of  (he  inen^lrual 
blood.  Tlic  angle  of  flexion  can  scarcely  be  so  acute  as  to  interfere 
with  the  flow  of  blood.  The  explanation  probably  lies  in  the  accom- 
panying inflamnrntoiT'  lesions  in  and  altnut  the  utenis  and  possibly 
also  in  ^{tasmodic  contractions  of  the  internal  os.    Sterility  can 
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probably   be  awoiiriU-fl    fur  by   the   aortnnpanyinfj   inflanim 
leaions  rather  tlioii  [)y  the  Hexion.     When  the  cervix  points  well 
forward  tlie  speniiutozoa  vaimot  so  reiiJiJy  miiti  access  to  the  cen-U 
a-s  when  (Iirrcte<J  "towiinl  thu  (xi.'itt'rior  wall  of  the  vagina. 

RETROVEBSIOFLEXIOB  OF  THE  UTERUS. 

In  Trtrovimivii  the  long  axis  of  the  uteni-s  revolves  liuckwa 
upon  an  imaginary  transverse  axis.    Such  a  p«siiion  is  phy-'«iologicaI 
when  the  IjlaJcler  is  full  and  the  rectum  cuipty.  the  patient  lying  ou 
her  hack. 

In  riiroffexlon  the  ulenis  U  bent  buckwan]  upon  it:}  long  axis.' 
'I'lierc  is  no  ptiysiologiciil  reIr()H<>xion  of  llic  ut(*ru.s. 

'Flic  two  position>i,  retroversion  antl  retroflexion,  arc  cau.sctl  by 
(he  :^unie  factors,  and  are  cotntnonly  coinbineil,  retmlk-xinn  follow- 
ing retniversion.  Because  of  their  intiniMte  asswiiition  they  will  be 
di»cuKsei|  tugi-tlier.  In  virgins  and  in  chruiiic  nietritLs  the  uterus 
is  Hcldum  flexed,  but  renuiiiis  in  n'tniverMon  rather  timn  in  rrtro- 
versioflexion.     (See  Piute  XXIX.,  Fig.  2.) 

Etiology.  SclndtKc gives  five  cau-ses  for  retroversiofiexion,  nnmcly : 

1.  Failure  in  development. 

2.  Fixiilinn  of  the  jmrtiavugiiialis  on  the  anterior  |>elvic  wult. 

3.  I'nilateral  (>(»sterior  fixation  of  die  cervix. 

4.  Shortening  of  llie  posterior  or  Icngtbening  of  the  untmor 
uterine  wall. 

5.  Kclaxatiun  of  llie  supporting  uterine  ligaments  and  muscles. 

1.  Among  the  dBTelopm«Qtal  (ailores  iHjntnbuting  to  rctmversio- 
flexion  may  be  meiitiuin.'"!  the  ]n-oj>ortiormlely  long  cervix  and  lihort 
VHgimi.  Iti  the  presence  of  8uch  a  coiiditiun  an  iitcrease  in  the 
alNlomiiial  tension  or  a  sudden  fall  woukl  be  sufficient  cause  for  a 
retro  versittflex  ion. 

2.  Fixation  of  the  portiovaginalis  upon  the  anterior  pelvic  vall 
may  Ite  tlie  result  of  cicatricial  contraction  of  the  anterior  wall  of 
the  vagina.  Henee  it  is  that  retroversiofiexion  is  frequently  found 
in  large  vesicovaginal  fistulie  and  in  stenosis  of  the  vagina. 

3.  Unilatanl  posterior  fixation  of  the  cervix  o<'eurs  in  about  0  per 
cent,  of  all  ca^s  of  tietroversio flexion  (Schultz^).  The  cause  is 
retrouterine  cellulites  or  peritonitis,  more  often  confine<l  to  one 
sacrouterine  ligament. 
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4.  Shortening  ot  the  posterior  wall  or  lenjfthening  of  the  anterior 
wall  of  the  Qtenu  \-<  a  ritrt-  fiinliitg. 

.'>.  Relaxation  of  the  supporting  uterine  Ugamenta  and  musdei  is 
!>}■  far  llie  mast  fretjucnl  oi»u-sc  of  retmversioflexion.  When  thcAC 
support^t  are  wi-mkcneil  tbc  lung  axl-s  of  the  uteruti  first  revolves 
backward  upon  an  imaginary'  transverse  axis  (retroversion),  and 
Uter,  Uimugli  the  force  of  tntra-iiUlomiiial  pressure,  the  long  axis 
of  the  uteni.H  is  Iwnt  upon  it>self  (retroflexion).  The  strt^tching  awl 
tearing  of  childhirth  largely  account  for  the  relaxation  of  the  sup- 
porting uterine  ligaments  ami  muscles.  Retroversiofiexion  due  to 
violent  exertion  or  to  a  fall  \*  iliHiculi  to  ei>iiLhli<ih  though  not  im- 
possible. Ilie  cause  of  ret  roil  isptaeements  of  the  uterus  in  the 
nullipara  is  difficult  of  explanation  in  the  absence  of  swellings 
crow<ling  the  uteruA  iMckwanl  or  ailliesions  pulling  it  buckwttnl. 
light  lacing  and  habitual  overfilliiig  of  tlie  bladder  will  account 
for  a  limited  number  of  these  caseH.  Not  a  few  are  congenital,  as 
ifl  shown  liv'  anatomical  di.ssertinns  of  infants.  .Salin  found  n.s  many 
nullipara-  as  nnilli[>arfl'  with  reimvci^ioflexion.  He  estimates  the 
frequency  of  this  displuceinent  in  all  cases  at  IS  per  cent. 

Heredity  probably  plays  no  role,  though  mother  and  daughters 

are  often  similarly  affected. 

During  the  puerperium,  when  the  utenis  is  large  and  soft,  the 
ligaments  rvlaxeil,  and  tbc  patient  lying  mi  her  back,  all  tlie  con- 
ditions favoring  rrtmvcrsion  arc  juvscnt.  This  retroversion  may 
go  on  to  tlie  development  of  a  retroQexion  tliruugh  the  influence  of 
intra-fllxlominnl  pre:isure.  Rising  too  early  from  childbed  favors 
malpositions,  as  well  as  does  lying  too  lung  in  the  dorsal  position. 
It  Is  for  tlie  purpose  of  avoiding  such  inalpusition.s  that  tlie  patient 
b  instrudeil  to  Ue  in  ImnI  until  the  ittents  and  ligaments  are  well 
coutractetl  and  retracted.  It  is  ohvioiLf  that  the  patient  should  not 
lie  constantly  in  the  dorsal  |>osition,  but  should  from  time  to  time 
assume  the  knee-chest  {m.s)tion.  or  at  least  lie  upon  the  side  or  face. 

As  to  the  fre<|Uency  of  retrodeviations  of  the  utenis,  the  .stati:3tics 
of  Winckel,  lyohlen,  and  Sanger  show  an  average  of  17.74  per  cent. 

of  nil  ^'yiH-ciilojjirril  cases  (Rci'd). 

Anatomical  Diagnosis.  When  the  cervix  is  crowded  forwani 
the  anterior  vaginal  wall  is  relaxed,  while  the  posterior  wall  is  taut. 
In  retroversion  the  cen'ix  |ioiiif.s  forward  or  forward  ami  tipwanl, 
sometimes  lying  above  the  level  of  the  symphysis.     In  rctroflcJiioa 
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the  cervix  Ls  diret'ted  dowtiwanl  and  luickwarrj.  When  the  IkmIv 
of  ihe  uterus  lies  in  the  Iiollow  of  the  sacrum  the  cenix  must 
nWH'Ssiirily  Vw  well  forwanl  Ut  the  symphysis.  If,  hs  >»  often  found, 
retroveraiofiexion  is  ajwopialecl  inrith  descensus  uteri,  the  cervix 
may  lie  elongQle<l.  If  a  hihitcml  la<-(;r»tion  of  the  cen'ix  is  present 
the  vaginal  wall^  will  druw  the  lips  of  (he  cemx  wide  apart,  expos- 
ing the  mucous  uiembnine  of  the  cervical  canal. 

In  retroveriiun  the  ImhIv  of  the  utenis  approaches  the  promon- 
tory, and  may  lje  found  low  in  the  pnich  of  Douglas.  There  is  no 
sngle  of  flexion  Itetween  the  limly  anil  eenix.  ITie  cervix  and 
body  lie  in  a  straij(ht  line.  In  retroflexion  the  body  may  form  an 
acute  angle  with  the  (.rrvix.  Often  the  uterus  in  relroversioflexion 
inclines  to  the  left  or  right,  and  in  extreme  <-»scs  is  almost  invariably 
more  or  less  prolapsed. 

OCdrnia  ami  pasaive  c«>iif;estion,  leading  to  liypcr[ila.sia  of  the 
endometribim  anr!  tnynmetriuni,  are  the  almo.st  inevilalilc  r^-sults  of 
the  displacement.  ^Vc,  tlierefun-,  lirid  ciKlometriti.s  unrl  metritis 
a-tsociated  with  long-standing  retroversioflexion.  Not  seldom  do 
diffuse  {>eri(uneal  adhesions  bind  the  uterus,  tubes,  ovaries,  anri 
bowel  together,  The  tutK'.s  aiul  ovaries  lie  at  a.  low  level  and  suffer 
congestion  iiml  l)yperplaslie<-hanges,  leading  to  catarrhal  .salpingitis, 
chronic  ovaritis,  and  cj'stic  degeneration  of  the  ovarie-s. 

The  tilailder  may  he  directly  prv.sse<l  u|xjn  by  the  cenix.  causing 
rre>iueiil  urination.  In  the  retmHexed  graviil  uterus  there  may  l>c 
retention  of  urine, 

The  rectum  is  com|)ressed,  and  may  be  ob.structcd  by  the  bo<Iy 
of  the  iitcriii. 

Clinical  Diagnosis.  The  great  number  of  cases  of  retroversio- 
Bexion  in  which  no  symptoms  are  present  speaks  for  the  unrclia- 
bility  of  subjective  signs.  VVomiser  asserts  that  uncomplicated 
cases  of  r^tntflexion  in  healthy  women  proiluce  titi  symptoms. 
When  disturbancci*  exist  some  local  complication  must  be  pres«,'nt, 
or  there  is  a  deranged  nervnu.s  system.  K.  Scbrotnler  reports  411 
cases  examined,  In  which  IS.S  (2S.7  per  cent.)  ha<l  retroversic 
flexion  of  the  uterus,  and  of  this  inimlier  2.^  |«t  cent,  were  free' 
from  symptoms.  He  reastms  that  uncomplicated  retnxlisplacc- 
menta  of  the  uterus  cause  no  .symptoms;  that  those  so  fre<)uentty 
asoril>e<I  to  «ucli  displatvments  an-  due  to  iHimpliraling  lesions. 
Yet  how  often  do  we  fintl  extensive  adhesions  fixing  the  uterus  in 
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malpasitions  without  causing  either  local  or  general  disturbances. 
Oil  the  other  hand,  the  disappearance  of  local  disturbances  imme- 
diately upon  the  correction  of  a  non-complicated  displacement  can- 
not be  wholly  explained  on  the  ground  of  su^estive  treatment. 

1.  Menstmal  taTagnlultiM  are  oimmon,  and  usually  take  the  form 
of  an  increase  in  the  menstrual  flow.  This  is  explained  by  the 
passive  congestion  of  the  uterus.  Extreme  ansemia  may  result 
from  the  loss  of  menstrual  blood.  The  menopause  may  be  delayed 
because  of  the  passive  congestion.  During  pregnancy  and  the 
peno<]  of  lactation  occasional  hemorrhage  can  be  similarly  accounted 
for. 

2.  The  habit  of  abortion  is  in  many  instances  explained  by  the 
uterine  congestion. 

3.  Letteoirhcea  in  the  form  of  a  hypersecretion  of  the  glands  of 
the  uterus  is  almost  invariably  present,  and  is  caused  by  passive 
congestion  of  the  uterus. 

The  congested  uterus  is  a  favorable  nidus  for  micro-organisms, 
and  so  it  happens  that  the  glandular  secretion  is  often  mixed  with 
pus  and  micro-organisms. 

4.  DysmenorrhoBE  of  the  so-called  congestive  type  is  seldom 
absent.  It  is  not  pro})al)le  that  the  menstrual  flow  is  obstructed 
at  the  point  of  flexion.  The  occurrence  of  pain  is  probably  ex- 
plained by  the  addition  of  the  menstnial  congestion  to  the  alreaily 
engorged  uterus. 

5.  Sterility  is  a  not  uncommon  result  of  retroversioflexion  of  the 
uterus.  The  incapacity  for  childliearing  should  be  credited  not  so 
much,  if  at  ull,  to  the  flexion  of  the  uterus  as  to  the  inaccessibility 
of  the  cervix  to  spermatozoa  when  crowded  forward  and  upwanl, 
to  endometritis,  and  to  complicating  lesions  in  the  adnexa  and 
perimetrium. 

0.  Distorbances  of  the  funetioiu  of  tlie  bladder  and  rectum  are 
accounted  for  by  direct  pressure. 

7.  Pain  in  the  pelviH  referred  to  the  groin,  thighs,  and  back  is 
the  most  constant  of  the  subjective  signs,  but  cannot  be  regarded 
as  of  great  importance  from  a  diagnostic  standpoint,  because  pain 
is  not  an  invariable  symptom  and  does  not  differ  from  that  caused 
by  other  lesions  of  the  pelvic  viscera.  Backache  is  a  common  com- 
plaint, antl  is  referred  to  the  coccyx  (coccygodynia),  to  the  lumbar 
region,  or  to  the  area  between  the  scapulte;  rarely  to  the  cervical 
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region.  Tlii*  alwcnw  «f  piiiii  hi  many  extreme  rclnnHsplaeemeiits 
uf  the  Ulenis  suggests  tt  doulit  tlint  the  dlsplaeivl  utenis  per  nc  Is 
tlir  cause  uf  the  jjuiii.  tVrtu.iii))'  tht;  accunipat lying  IcsiuiiK,  .suc-Ii 
as  ovaritis,  salpinplis,  iinri  perimetritis,  aceount  in  lar^  measure 
for  the  pain.  Pressure  upon  the  sacra!  plexun  of  nerves  is  the 
explanation  of  the  pain  n-fern'tl  In  the  thigh.s,  anil  xinee  the  uterus 
\s  nirvly  fuiHid  in  the  uieiliun  hue  these  referred  |>ains  lu  the  lower 
extremities  are  for  the  miwt  part  unilateml. 

8.  R«fl«x  sjmptoms,  such  us  hentlache,  neuralgia,  dy.Hpepsia,  hys- 
teria, and  neiini-slhonia,  are  often  attributed  to  the  displacement, 
hut  it  seems  imiKissihle  to  demonstrate  such  to  be  a  fact  with  any 
degree  of  pasitiveness. 

It  is  clear  tlitit  a  diapiosis  cannot  l>c  based  upon  the  subjecti\'c 
signs.  Tix)  many  cases  e.^st  in  tlieir  absence,  and  the  complaints 
of  the  patient  are  those  fnumi  in  almost  any  of  the  Icsiona  of  the 
pelvis.  A  physical  examination  is  therefore  retjuiretl  to  establish  a 
diagtioais.  A  diaj^nosis  includes  not  only  the  location  of  the  litems, 
but  also  the  condition  of  the  adncxn''  and  ncighlioring  stnictures. 
Here,  us  in  the  diagnosis  of  all  displacements  of  the  uterus,  it  U 
first  necessary  to  locate  the  iitonw.  and,  wcoml,  to  determiiw?  the 
underlying  cause  of  the  displacement  ami  the  existence  of  cumpli- 
caiing  lesions  within  the  pelvis  and  abdominal  cavity. 

In  making  a  bimanual  examination  the  position  of  the  vaginal 
portion  of  (he  cervix  nmy  be  iin  indication  of  the  jwwiition  of  the 
uterine  body.  For  example,  if  the  cervix  lies  in  its  normal  position, 
pointingdownwardand  backward  toward  thesecond  sacral  vertefane, 
the  IxMiy  must  lie  in  the  nonnal  position  or  retniflexed;  it  would 
be  imiKissiblc  for  a  retnivcrsion  to  exist  with  the  cervix  pointing 
downward  and  bnckwanl.  If  the  cervix  lies  in  front  of  its  iinnnal 
position  and  pointing  directly  downward,  one  of  two  positions  is 
present,  a  retroflexion  or  an  antejMisilion.  It  is  sometimes  possible 
to  recugni?^  a  retroflexiun  in  a  simple  vaginal  |»alpiUion  by  feeling 
tlie  angle  of  Bexion  through  (he  posterior  fornix.  Where  <>ondi- 
tions  are  not  favorable  a  positive  tHagnosis  of  the  position  of  the 
uteru.s  can  only  Ik>  mmie  by  a  conjoined  examination  under  anfei»> 
thesia. 

A  rectoaUlominal  or  ret^tovaginoaljdouiinal  examiiiatioii  affords 
better  meiuis  of  |)alpating  the  uterus  when  lying  far  hack  against 
the  rectum. 
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Tlie  use  of  thi*  auunil  slioiihi  l>e  restricted,  but  it  is  occasiDimlly 
calle*)  into  .semec  wh?n  a  himniiiial  cxiiminntion  vtill  not  suffice. 

h  the  UtvTim  Fixed  m  Movable  f  First  of  ull  we  imist  have  clearly 
in  iniral  what  conslitiite.s  nnrmat  mnhiliiy  of  the  titrniii.  It  ia  not 
enough  that  the  uterus  should  permit  the  usual  excursions  when 
nmiiipniateti,  hut  it  rnu.st  reiurti  to  its  normal  pasilion  when  pre.ssed 
out  of  place.    Failing  to  «h>  so  coii.stitiitcs  «  pHlholo^ical  cou'lition. 

The  fixity  of  the  uterus  is  iletenniuerl  by  the  effort  to  replace  it. 
Sensitiveness  an<I  thickness  of  the  abclominal  wall  may  render  an 
ana'-sthetic  necessjiry. 

The  technique  of  replacing  n  uterus  in  relroversioflexioii  is  briefly 
outlined  as  follows: 

The  biwhicr  and  ret-tiim  an*  eniply.  The  patient  Hon  in  the 
lithotomy  position.  One,  ami  where  jx)ssiblc  without  i»ain,  two 
lingers  are  inserte^l  into  the  posterior  vaginal  fornix,  and  moderate, 
steady  pressure  U  made  upon  the  uterine  body  in  an  upward  and 
forward  direction.  The  hand  over  the  aUlonien  pre-sses  steadily  in 
the  effort  to  pass  over  ami  behind  the  fundus,  as  it  Is  forced  upward 
and  forward  by  the  fingers  in  the  vagina.  Sometimes  the  body  will 
rotate  forward  by  ihe  finger  pressing  liaekward  upon  the  iTr\'ix. 
With  the  uiidille  finger  in  the  rectum,  it  i.i  passible  to  exercise  nioro 
direct  pressure  upon  the  b«ly  of  the  utenis  in  extrrmp  retroflexion. 
Traction  upon  the  rer\ix  by  a  tenaculum  will  bring  the  utenu 
more  within  reach  of  the  fingers  in  the  vagina  and  rectum.  An 
ouarsthetic  is  usually  advi:*able.  Formerly,  in  reposition  of  the 
uterus,  a  sound  was  advised,  but  the  dangers  of  perforations  are  too 
great  to  justify  its  general  use.  Ceriain  it  w  thnt  the  souruf  should 
not  be  usal  %-hrre  thr  ulerux  is  fixed.  In  replacing  ihe  ulenis  force 
must  not  be  u.sed  for  fear  of  tearing  existing  adhesions,  causing 
hemorrhage,  and  injuring  adherent  viscera. 

Having  determined  the  position  of  the  uterus  and  the  fact  that 
it  Is  not  replaceable,  it  next  bfcoincs  ncwssary  to  determine  the 
cause  of  the  inhibition.  As  possible  f'!i.ii.><es  may  W  mentioned 
adhesions  and  pelvic-  exudates,  inflammatory  contractions  of  the 
ligaments,  and  pelvic  tumors.  Peritonilic  sulhesions  Tperitonitis) 
for  the  mast  part  arise  from  extension  of  infection  through  the 
tubes,  and  are  most  often  found  about  the  tuiiesanil  ovarie,<i.  Since 
infected  tul>eji  commonly  He  in  the  cul-ile-sac  of  Douglas,  the  sur- 
rounding adhesions  may  bind  the  uterus  to  the  rectum  in  retn>ver> 
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sioii  or  retn>flexion.  Peritoneal  ailliesions  are  reroji^izeH  \>v  their 
locution  on  surfaces  covered  willi  {jfrituiieuin  ami  hy  Oie  tase  with 
which  ihev  may  t»«'  lirtiken  up  as  mmpartil  with  ptiRiiiielritic  ailhe- 
sions. 

I*«minetritira<lhe.sion.seoiTe.s[Knnl  in  Im-ution  lo  therelhilar  lissiip 
of  the  |>olvis  wliich  is  fovinil  iK'twoen  the  laverx  of  the  liro«<l  liga- 
ment, uiiderneatli  (lie  pouch  of  Duu^laN,  and  to  u  limited  extent  in 
front  of  the  uterus  Iwneath  the  vesicouterine  fohl  nf  peritoneum. 

Retroversiofiexion  nmy  be  brought  aliout  by  a<lht'.siuiui  in  tlie 
Cflhilar  tissue  of  tlie  vesifouterine  space  dniwing  the  cemx  forward 
and  rotating  the  l>ody  backward — this,  however,  is  quite  unusual. 

Retrouterine  parametritis,  when  involving  only  the  supravaginal 
portion  of  the  cervix,  tends  to  proilucc  an  nnteversion  by  drawing 
the  cervix  backward  and  rotating  the  body  forwani.  In  extreme 
rasej  the  uterorectal  fold  of  ]>eritoneum  may  be  crowded  upward 
and  {Kriuit  tlie  paranietntic  a4tbe?tton.x  to  udberv  lugh  up  upon  tlie 
IMMterior  surface  <if  the  nicriis,  unci  liv  traction  upon  the  tiody  a 
retroversion  is  causenl.  Parametritic  adhe-sions  are  thicker  and 
firmer  (luiti  they  are  in  parimetritis.  They  are  found  (ui  a  lower 
level,  an:  more  accessible  through  the  vagina,  and  are  locate^l  where 
the  cellular  tissue  of  the  jielvLs  is  found. 

Pregnancy  in  a  rctruflexed  uterus  nmy  prove  a  serious  condition. 
No  special  ilifTiculty  is  exiKTienceil  in  ihc  first  two  innnlhs,  I»ul  in 
the  third  and  fourth  months  the  utenis,  no  longer  able  to  acconi- 
moilate  itself  to  the  small  pelvis,  Ls  preventei)  from  rising  into  llie 
ttlMlotntnal  cavity.  As  a  result  pregnancy  will  lie  internipted,  or 
pres-sure  symptoms  will  Iwconie  increasitigly  severe  and  demand 
operative  interference.  On  bimanual  examination  the  large,  soft, 
and  elastic  uterus  may  be  Found  to  bulge  into  the  posterior  vaginal 
rnmi.\  even  to  the  intmltus.  The  cervix  is  fnrceil  high  iH-hiiid  the 
symphysis,  and  is  directed  forward  or  forward  ami  downwanl. 
The  soft  cervix  and  softer  lower  uterine  segment  may  l»e  fell  to 
connect  at  an  angle  with  the  large,  rttunded,  Mift,  and  elastic  iKKly 
of  the  uterus.  Bec*ause  of  the  great  softening  the  uterine  body 
may  appear  detached  from  the  cervix,  and  in  ciLse  the  cer\*ix  is^ 
hypertrophied  it  may  be  mistaken  for  the  entire  uterus  and  the  >>ody 
may  Ik-  thought  to  be  a  ncw-growtli. 

Diflerential  Diagnosis.     Retroversiofiexion  is  most  often  con- 
fouudeil   witli  relroposUion.     In  the  latter  the  cervix  lies  iu  tbe 


DIAQNOSJS  OF  ilALPOSITIOXS  OF  THE  UTERVS       247 

posterior  segment  of  (lie  pelvis,  while  in  retroversioflexioii  It  lies 
anterior  to  the  nortnul  position.  In  Itulli  ciiiiilitiorts  (he  IkmIv  of 
the  uteru.<i  lies  far  Itack  ii^  the  pelvis,  htit  in  the  1»tt<-r  the  long  axis 
of  the  uterus  is  no  longer  in  the  normul  line  of  dircetion. 

Ant«flezioD  mny  Ite  tnistaken  for  retroversion.  The  een'tx  pointi 
in  the  Miuje  diret-tioij — furwan!  uiid  downward — and  the  body 
may  lie  small,  and  tlu'refnre  overloiikeil  or  mistaken  for  the  supra- 
vaginal [Kirtion  of  the  cervix.  If  on  himanual  examination  the 
body  of  the  uterus  r-animt  Ite  JDrnteil  n  .«oimd  may  lie  pa.s,sed. 

X  r«troat«rin6  sobperitonea)  or  mMrstitial  fibroid  mny  form  an 
angle  nith  the  cen'lx  that  can  be  mistaken  for  the  iMxly  flexed  upon 
the  cervix.  'I'he  body  of  the  uterus  is  ree<jgniz«I  by  iia  size,  form, 
eon.sir{tency.  and  direct  relation  tu  the  ix'rvix.  Such  a  fibroid  should 
presi'di  a  circimi-scribeil  area  of  tinner  coiwistcncy  and  prwhice  an 
irregularity  in  the  uterus.  \Vhere  the  bimanual  examination  will 
not  .suffice  for  a  diagnasis,  the  uterine  .sttund  may  l)e  u.se<i. 

Swellings  of  the  tubes  and  ovurie-s  lying  liehiiid  the  uteni.s,  retro- 
uterine liu>[natoma  and  ]iieinatu(%te,  and  parametritic  exudates  are 
alt  to  l)e  differenliateifl  from  retntversioflexioii  by  a  etmsi deration 
of  the  clinical  history-  and  by  finding  a  musa  Whind  the  Utcru:^  that 
clifTers  in  size,  form,  and  consistency  from  the  utrnu,  and  which, 
by  the  u.se  of  the  sound,  i-s  found  to  be  separate  from  the  uterus. 
For  further  dUcus.ti(>n,  see  resiiective  chapters  on  these  subjects. 

H£RN;A  of  the  uterus  (.HTSTEROOELE). 

Hernia  of  the  ulents  is  of  rare  oecurreuoc.  The  rupture  usually 
occurs  through  the  inguinal  ranul,  le^s  often  through  the  crural 
ring.  The  only  two  recorded  cases  of  crural  hernia  are  those  of 
Howen  and  Duges.  Fifteen  cjuses  of  inguinal  hernia  of  the  uterus 
were  coUcctwl  by  Ku-stner;  of  these,  eight  were  pregnant.  The 
explanation  uf  the  development  of  th'e  hernia  is  usually  given  as 
traction  ma^le  upon  the  uterus  by  adhesions  binding  the  hernial  sac 
to  the  uterus  and  dniwing  the  uteru.s  within  the  sac.  There  is 
gcneraily  some  ai«ociated  anomaly  in  development. 

The  diagnosis  is  made  by  palpation  and  by  on  expluralor}'  incision. 

Hernia  of  the  uterus  through  the  Mnea  alba  may  follow  ventro- 
suspension.  Plate  IX.  represents  the  hernia  of  a  uterus  in  the 
fourth  munlli  of  pregnancy. 
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mm  or  retio6eooii-  Perucneal  adhtaam  are  rrmgnwrd  br  tfanr 
Irjcation  oa  rarCaces  cryrered  with  peruoDenm  and  bj  the  cm^r  «idi 
wfnrh  tfarr  msT  be  brolcen  op  as  ooaofHucd  «idi  paramitritic  adiir- 

Parametritic  adfaesioiHCOvnspoad  Id  iDcatioa  to  dw  ceAalar  dssnr 
of  the  pdris  irfakfa  is  foond  between  the  lavers  of  the  bnwd  Gga- 
ment,  andemeatfa  the  poocli  of  Doi^as,  and  to  a  Gmited  extent  in 
front  of  the  otenii  beneath  the  Tcaiooirteriiie  fold  cf  peritooram. 

RctrorernoBexion  maT  be  brou^it  aboot  bj  adhesions  in  the 
ceHular  tiasuc  of  the  Tcsiconterine  ^lace  dravii^  the  cerrix  fbnrmnl 
and  rotating  tbe  bodj  backward — this,  bowerer,  is  qoHe  unusuaL 

Retrouterine  parametritis,  when  iDTolring  only  tbe  su[MavaginaI 
portion  of  tbe  cerrix,  tends  to  produce  an  anterersioD  bv  dimwii^ 
the  cervix  backward  and  rotating  tbe  bodj  forward.  In  extreme 
cases  the  uterorectal  fold  of  peritoneum  mar  be  crowded  upward 
and  permit  the  parametritic  adhesions  to  adhere  high  up  upon  tbe 
pTMterior  surface  of  the  uterus,  and  bT  traction  upon  tbe  body  a 
retroversion  u  caused.  Parametritic  adhesions  are  thicker  and 
firmer  than  they  are  in  parimetritis.  They  are  found  on  a  lower 
level,  are  more  accessible  throu^  the  vagina,  and  are  located  where 
the  cellular  tissue  of  the  pelvis  is  found. 

Pregnancy  in  a  retroflexed  uterus  may  prove  a  serious  condition. 
N'o  spe<;ial  difficulty  \s  experienced  in  the  first  two  months,  but  in 
the  third  and  fourth  month-s  the  uterus,  no  longer  able  to  accom- 
modate itself  to  the  .small  pelvis,  is  prevented  from  rising  into  the 
alxlominat  cavity.  As  a  result  pr^nancy  will  be  interrupted,  or 
pressure  symptoms  will  l)ecome  increasingly  severe  and  demand 
operative  interference.  On  bimanual  examination  the  lai^,  soft, 
and  elastic  uterus  may  be  found  to  bulge  into  the  posterior  vaginal 
fornix  even  to  the  introitus.  The  cervix  is  forced  high  l>ehind  the 
symphysis,  and  is  directed  forward  or  forward  and  downward. 
'Hie  soft  cervix  and  s()fter  lower  uterine  segment  may  l>e  felt  to 
connect  ut  an  angle  with  the  targe,  rounded,  soft,  and  elastic  Ixxly 
of  the  uterus.  Because  of  the  great  softening  the  uterine  body 
may  ap|)ear  detached  from  the  cervix,  and  in  case  the  ceirix  is 
liyi>ertrophied  it  may  be  mistaken  for  the  entire  uterus  and  the  ixxly 
may  Ik':  thought  to  be  a  new-growth. 

Differential  Diagnosis.  Retroversioflexion  is  most  often  con- 
fuuiidttl  with  retropoaUwn.     In  the  latter  the  cervix  lies  in  the 
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posterior  sejjment  of  the  pelvis,  wliilc  in  rotroversioflfxion  it  lie.s 
ailtrriur  to  Uiv  nurniiil  jKMiitioii.  In  Iwtli  comlitions  tlie  IhxIv  uf 
llu>  utenis  lies  fur  liack  in  the  pelvic,  but  in  the  tatter  the  long  axis 
of  the  uterus  i.s  nu  loiiji^er  in  the  iiDmial  Hue  of  <)irectiuM, 

Ant«fl«zioD  tnuY  )h'  niistukrii  for  retrfn'rr:unn.  The  fvn-iN  points 
in  itif  satin-  ilircction — forwnni  anil  «lownwan] — an<J  the  l>ofly 
may  be  small,  and  therefore  overtookeil  or  mistaken  for  the  supra- 
vu^nal  portion  of  the  cervix.  If  on  bimanual  examination  the 
bo»I^'  of  (he  iilerus  ranimt  Ih*  liKratetl  a  sounii  may  Ik?  piissetJ. 

A  retronterina  BUbperito&eal  or  interatitial  fibroid  may  form  an 
angle  with  the  cervix  that  can  be  mistaken  for  the  body  Bexed  upon 
the  <-er\'ix.  TIm-  iKwly  «if  the  iitonis  is  rc<"ojjniMil  by  its  size,  fomj. 
consi-stency,  and  direct  relation  to  the  cervix.  .Such  a  fibroid  should 
present  a  eireumscrilied  area  of  firmer  consistency  and  produce  an 
irregularity  in  the  utcru.«;.  Where  the  bimanual  examination  nill 
Dot  suffice  for  a  diagnosis,  tlie  uterine  w»uml  may  U*  used. 

Swellings  of  the  tultes  anil  ovaries  hniig  behind  ihe  uterus,  retro- 
uterine haeinatonia  and  hiematocele,  and  parametritic  exudates  are 
all  U»  Ih"  diffen'ntiatpd  fr(»m  retn>versioflexion  by  a  consiileralion 
of  the  f-Iiniral  bi.slr>rv  and  by  feuding  a  mass  liehind  the  ifteriLs  that 
differs  in  size,  form,  ami  consistency  from  the  ulenis,  and  which, 
by  the  use  of  the  sound,  is  fomid  to  \x  -tcpnrate  from  the  uterus. 
For  further  discussion,  see  respective  chapters  on  these  subject.^, 

HERMIA  OF  THE  UTERUS  (HTBTEROCELI). 

Hernia  of  the  uterus  is  of  rare  occurrence.  Tlie  rupture  usually 
occurs  through  the  inguinal  canal,  less  often  tluDugh  the  crural 
ring.  The  only  two  recorded  cases  of  crural  hernia  are  those  of 
Bowen  and  Duges.  Fifteen  cases  of  inguinal  hernia  of  the  utenjs 
were  collected  by  Klistncr;  of  these,  eight  were  pregnant.  The 
explanation  of  the  develo[>nieitt  of  the  hernia  is  usually  ^ven  as 
traction  made  upon  the  uterus  by  adhesions  binding  the  hernial  sac 
to  the  uterus  and  rirawing  the  uterus  within  llie  sac.  There  is 
generally  sinne  associate)!  anomaly  in  development. 

The  diagnosis  is  made  by  palpation  and  by  an  exploratory'  inci.sion. 

Hernia  of  the  uterus  thiiingh  the  liuea  allui  may  follow  ventro- 
saspenjuon.  Plate  IX.  represents  the  ht^mia  of  a  uterus  in  the 
fourth  month  of  pregnancy. 
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Hire  the  uro^nttal  sinus  has  disapprarcil,  und  the  hla<Mer  and 
vujfiiia  open  tliixH-dy  into  the  vestilniliir  amal. 

Heimaphroditiam.  True  brrmaphroditiwi  has  not  as  ^vt  been 
proven  to  have  an  existence.  Najfle  says  that  it  is  not  likely  that  the 
oviirie,s  aixl  testicli's  r-aii  ('(texist,  aurl  withfUll  their  r(H*xi.s(ence  tnic 
herniaphmililisiii  is  impiis^^ihle. 

In  puriidohfrmapliToilitutm  the  vulva  prcsenLn  the  npitearance  of 
the  male  genital  organs.  Tlie  hy|HTtr»>phieil  clitoris  rcsinnhles  the 
penis;  the  cimteseence  of  the  laliiu  majoni  ami  minora  hi<ling  the 
vagina  suggests  the  scrotum.  One  or  lioth  ovaries  may  descend 
into  the  coalesced  luliia  and  l>e  mistaken  for  the  teslicle.s  within 
the  .-KTolum. 

On  the  other  hand,  there  are  males  in  whom  the  external  genitals 
resemble  those  of  the  female.  'ITie  testifies  may  either  l>e  absent 
or  not  dcscendeil;  there  may  be  a  small  penis,  no  larger  than  the 
clitoris,  aiirl  llie  scrotum  may  present  a  median  depression.  Wiere 
live  urogenital  sinus  [jersi-its,  the  male  l_\i>e  may  Ih*  closely  sinuilatetl. 
In  such  cftse^  the  uretlira  opens  at  the  l>a»e  of  a  very  small  penis, 
anri  nmiiing  from  the  uretlira  Id  (he  base  of  the  penis  is  a  fnciittm. 
RudimentarA'  labia  and  hvmeii  lie  1n-Iow  the  urethra,  and  a}>i>ve 
this  a  vagina  of  vuriablc  extent.  The  uterus  and  tulM-s  are  pre.'wnt, 
but  are  often  quite  rudimentary'.  The  general  ilevelopnieni  of  the 
pelvis,  larynx,  und  breasts  .suggests  tlir  feminine  lypc,  Sijt-h  indi- 
viduals commonly  ptiss  for  females,  anrI  the  true  condition  may  not 
Iw  recognized  even  after  marriage. 


VITLVins. 

Etiology.  In  .seventy  examinations  of  the  .secretions  found  in 
the  vestibule,  Mcnge  found  the  .streptococcus  three  times,  the 
staphylococcus  twice,  and  the  bacterium  coli 'communis  once;  in 
all  cases  saprophytic-  bacteria  were  fouml.  Menge  accouiitwl  for  the 
infretjuency  of  pathogenic  bacteria  on  the  grouml  of  tlie  bactericidal 
action  of  the  vaginal  secretion,  'llie  tubercle  bacillus  lias  Iwen 
demonstrated  in  the  .secretions  of  the  vulva  by  Mengp,  Chiari, 
Dechamps,  and  Pemurt;.  Diplitheritic  vulvitis  has  Ijeen  identified 
many  limes  by  the  hmling  of  the  specilk-  organism. 

It  has  been  estimated  thai  75  per  cent,  of  the  cases  of  vulvitis 
are  CHU.seil  by  gonorrhcea.  Tlie  leptntbrix  and  oidinm  have  been 
demonstrated  by  Wcnkcl. 
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In  a/lditiniL  lo  (he  nlmve-named  es-sential  factors  may  lie  tneii- 
tioneii  (tTtain  excitiiijf  causes,  such  aa  cxi-essive  sextial  iiilercourae. 
iiiaKturlmtioii,  uiiclcHtilv  IuiIiIlh,  irritaling  iirint*>  hikI  vh^jiiuI  .sm-k^ 
tions. 

Tlif  folldwiiifT  varieties  are  recognized: 

Talvitie  fonmcnloBa,  in  which  miihiple  small  ali.sce.'»e:i  are  found 
ii[Hiti  the  lal)iu  iiiujoru.  Itn^  frutjuetitly  upon  other  [K>rtiuii.s  of  the 
vulva.  These  altscesses  are  usually  found  in  the  sebaceous  and 
swcat-^land^.  Of  all  the  glands  of  the  vulva,  the  Bartholinesn 
glands  are  most  liimnionly  iiiftH'ted,  and  gon(>rrh<pa  is  the  r-uiLM^  in 
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KiklArcenMi  »<  tiMt  rulvovaclMU  duxl  hy 
eyM  of  •ttuMm.     ISclwlfar.) 


RIcbt   loculad   htfnla  rimuUtLnc  iniJvn- 

vwtJIwl  ey*t  or  *tMMM.    Rvaniim  of  nnlrrloi 
and  [Huilvrii'U'  vaginal  walla.     (^Iiaffiu.} 


a  great  majoritv  of  the  cases.  As  a  nile,  the  glands  are  not  exten- 
sively involvwJ.  TIte  iiioutlis  alone  of  the  glands  may  I*  involvnl, 
giving  rise  lo  the  so-called  "iiiucuIh'  gDiinrrlia'ira"  of  Sflnger. 
Gehhard  affinns  that  when  suppuration  occura  in  the  gland  there 
i^  always  a  mixed  infeition  of  the  goiioeoecns  and  stHphylococrus. 
It  ia  'ven'  unusual  to  ohseire  Bartholinitis  in  infants.  The  !*I/^ 
which  these  infected  glands  may  attain  is  from  tliat  of  a  split  pea 
to  a  man's  Bst 

The  infectal  Bartholinean  gland  Ls  located  in  the  lahia  majora; 
is  rcnind  or  oval,  firm  or  fluctuating,  and  may  or  may  not  be  tender. 
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\t  is  tfi  he  ^liffcTcntialcil  from  liprnla  into  tlie  labium  (Figs. 
90  uiul  91).  The  luttcr  is  not  temier,  is  elonj^atei],  tvinpanitir  on 
percussion,  and  may  lie  ma/le  to  tlisappear  by  taxis.  When  rfttlur^ 
(ion  of  the  hernia  is  imjwssible,  ami  wlit'ii  strangulation  »ni]  gun- 
pn'iic  of  ihc  gill  hiiw  iHTiirntl,  ihf  itsuiil  symptoms  of  inte.<4tinal 
ohslnicrioii  will  sugge-st  ihc  |»n>hiiljle  nature  of  the  swelling.  Evi- 
(icnce  of  gonorrhn-al  infection  elsewhere  in  the  genitourinary  tract 
will  he  suggestive. 

Ptiwperml  vulvitis  oceiirs  as  the  re.-'iili  of  an  irritating  lochial  il»- 
phargc.  A  (fifTitse  erythema  niul  ulceration  may  arise.  The  ulcers 
are  usually  superficial,  with  a  gray  or  browiii.sh  colureil  Imxe  and  an 
iiifihrateit  margin.  A  fiilsi*  nieinhrane  may  cnver  the  uk-erated 
surface,  suggesting  in  appejirancf  a  (Uphlheritic  nicer.  The  oq;an- 
ism  commonly  found  in  these  nleer.s  is  the  streptococcus.  Very 
rarely  the  Klelw-Ix)effler  bacillus  is  obtainwl. 

Eryaipelatoas  volvitiB  nmy  iirir>e  from  a  priumr)*  infection  of  the 
vulva  by  the  stre]>tococcus  of  erj'sipelas.  It  i.s  fre<iuently  observed 
ill  tlie  newborn.  In  a  case  of  the  author's  it  spread  from  the  vulva 
to  the  vagina,  uterus,  tulie-s,  and  iH'ritoncum. 

Tub«rcaloiu  vulvltl*  is  a  rare  lesion.  Irregular  ulcerations  an? 
found  at  anv  i>ninl  in  the  extemttl  genitals.  'Hiesc  ulcers  have  a 
ragged,  undemiinetl  margin,  wllh  an  irregular  base  covered  with 
pus  and  «tudde<l  with  graush  tubercles.  Kistulie  may  lead  to  the 
bowel.  Extensive  cicatriKation,  eau.stng  deformity  of  tlie  vulva, 
nmy  follow  the  ulceration.  The  tidiercTle  bacillus  is  difTicult  of 
dcinoiiMtration  in  llie  secretion.  The  outpour  from  the  involved 
.structures  nmy  show  giant  ecils  and  tubercle»,  more  rarely  the 
tubercle  bacillus. 

Syphilitic  vulvitis  occurs  in  the  primary,  secondary,  and  tertiary 
stages.  In  the  primary  stage  ihe  chancre  may  lie  found  at  any 
point  on  tlie  vulva.  The  lesion  varies  in  proportion  to  Ihe  asso- 
ciated (edema  and  (rllular  irirdtrutii)n,  the  greatest  swelling  iK-cur- 
ring  in  the  labia  majorn,  where  the  rellular  ti.ssue  la  loosest  and 
most  abundrtul.  In  the  secondary'  stage  (he  vulva  is  often  covered 
with  comlyiomata,  which  early  ulcerate  and  are  covcrerl  with  a 
slimy  secretion  of  a  Iiighly  infectious  nature.  In  the  tertiary  stagv 
giinuuata  are  rarely  found. 

The  so-called  ^oft  chartrre  (ulcu.'i  molle)  has  its  favorite  seat  in 
the  fnenulum  and  Uibia  iitinora.    TIm>  ulcer  formnl  from  the  Mift 


PLATE  XXXH. 


Vulva  or  Non-parous  Womnn,  Closed.    (Jcwetl.j 
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Vulva  or  Parous  Woman,  Closed.    (Jewett.) 


PLATE  XXXIV. 
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Vulva  of  Parous  Woman,  Closed.    (JewetL) 
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chaiicrp  is  rouml,  with  a  sharp  Imrtler  amJ  a  -wntKrth  base  covered 
with  pUM.  In  (he  neifchUrrhucKl  uf  (he  iihi-r  thi-  vt-Hsets  are  iniirk- 
ctHy  (Ithtto). 

Actinomfcosis  ol  the   labU  nujOTa  hit.-?  Imvfi  uUservi.'Nl  utice  by 
Jjiebleiii.'4  ami  again  by  itciii^rfz. 


OIROULATORT  DISTURBANCES  OF  THE  VULVA. 

Tluriiig  prejfimiicy,  aint  in  (lie  presence  of  jwUic  (uiiiur?'  uihI 
iiiHiiinmiLlon'  rxixlate?!,  the  veiti-s  cif  the  viUvu  may  Ik-  widely  ilis- 
temleil.  Thrombosis  of  (he  veins  and  calcareous  deposits  in  (he 
coogiila  (vein  stones)  are  not  of  infrefjuent  oct-urrence.  (See  PlftlPM 
XXXII.  In  XXXV.) 

Angioma  VUlTie  i.H  h  term  applied  tu  polypoid  protuberances 
formed  from  dilated  veins  and  blood  extravasations.  The  mass 
is  (»f  a  hlui.Hli  f«jlor.    Huptiire  of  the  veins  may  result  seriously. 

Hematoma  ol  the  vulva  may  arise  fniiii  niptnn-  of  ilie  veiii.s 
dnring  lalwr  or  from  liircct  injury.  Such  accumulations  of  blood 
may  attain  the  size  of  a  man's  head.  While  suppuration  of  the 
blood  clot  may  occur,  gradual  ai>^rption  is  the  rule. 

(Edema  of  the  vulva  may  arise  from  an  obstruction  to  the  general 
circulation  in  diseases  of  the  heart,  kidney,  liver,  etc.;  but  it  ia 
more  often  (he  result  of  local  interference  from  pressure  of  the 
pregnant  nierus,  pelvic  tumors,  and  exudates.  The  swelling  may 
be  bilateral  or  confined  to  one  side,  and  niav  lie  as  large  a.s  a  child's 
bead. 

OaBgrene  of  the  vulva  has  been  oljiser\'e<l  in  weakly  children, 
in  ihf  course  uf  septic  fclirile  diseases,  and  following  pr^^ianrv. 

Hypertrophy  of  the  Vulva.  Tlie  clitoris  and  labia  majora  may 
umlergo  simple  fiyi«Tlnipliy,  etllier  as  a  ccingenllal  or  as  an  ac- 
quired lesion-,  'I'he  inrrcasc  in  size  may  or  may  not  be  inflamma- 
torj'  in  origin.  C>f  liyj)ertn>pl»ic  le.sion.s  due  lo  inflammation  Ihc 
most  common  arc  the  condylomaia  acumuuita,  which  arc  iilmnst 
invariably  of  gonorrliceal  origin.  Dr.  Iticliard  H.  Smith  repi>rted 
an  ailvancc*]  case  in  a  child  nineteen  monllis  old  (Fig.  1)2).  K. 
1*.  Dickinson,  in  iliscussing  "  Hypertntpliies  of  i\\c  I^ibia  Minora 
and  'i'heir  Significance,"  re[Mjrted  378  ca.se*i  ami  gave  as  his  con- 
viction that  nil  were  due  ir>  the  haWl  of  ma.stnrl>Ating.  (See  Ameri- 
rtin  Gifuccvfoyy,  Septeml>er,  [\i02.) 
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The  InlUr  gmwlli  is  parlii-uIaHv  rapid  during  prc^naiicj-  anj  is 
said  to  I)c  iHu»<e(l  by  the  irritating  vagiiml  discliai^e.  In  ilit-  early 
sUigu  of  the  ilpvcldpimMit  thest'  wiirty  outgrowths  an'  |«ilc  nnl  or 
gray.  itoicT  th«  papillary  projectioas  l>ec()tne  confluent  and  may 
ii«xuinti  the  proportions  of  a  man's  fist.  Owasionally  the  growtli 
is  pethinculated.  Thoy  aw  found  distributed  over  part  or  all  of 
the  vulva,  vagina,  and  the  neighlKinng  skin  surface  of  tht>  inutiH 


Tt.!.  ■>; 


CiindyUiiiiiUa  acumln*!*  \»  ■  child  >cmI  uinctean  inoaUt*.     (Que  ot  Or.  H.  tL  ^mitii.f 

veneris,  groin,  bult'K'ks,  und  prrinruni.  The  lesion  is  essentially 
an  over^jron-tli  of  the  papillie.  'ilie  greiiler  part  of  the  growth  iit 
tlue  to  an  int-rejise  in  the  epithelial  (Ytveriiig  of  tlic  papilliv.  In 
general  appearance  sufh  u  growtli  w  not  tudike  a  caulHlower  rar- 
cinoniB.  The  disdnrtion  is  made  by  the  fn^juent  occurrence  of 
the  gmwth  during  prpgnancj';  by  the  histon.'  of  gonorrh<rii,  and 
Uie  presence  of  gonococei  in  the  secretions,  together  with  other 
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e^'iilpiices  of  goiiorrli(i>a;  by  the  uge  of  Uie  individual,  and,  fiimlly 
and  conclusively.  l>y  il>**  mimiscopic  examination  of  an  excised 
piece  in  which  then*  is  an  absence  of 
epithelium  invading  the  underlying 
eunnecUve  tissue. 

Elephantiasis.  In  the  early  siuge 
of  develujtiiRMit  the  growth  is  not 
unlike  simple  liypertrnjihy,  but  as 
it  progresses  it  lends  to  become 
more  and  more  peduneulul»)  ami 
may  extend  to  the  knees,  weighing 
several  pounds.  When  the  surfatv 
is  smooth  it  is  known  tm  flrphan- 
tiasia  </labra :  when  notlular,  rle 
phantiasis  iubfmjosa,  and  when 
covered  with  warty  exerescences, 
etf^phaiiiwAi^  am<iiftitnuifn.  Tlic  sur- 
face m,ty  be  niorv  or  less  ulcerated 
(Fig.  93). 

The  point  of  origin  may  W  the 
laltia  majom,  laliia  mitmra,  mons 
Veneris,  or  clitoris.  It  is  unusual 
for  (he  growth  lo  arise  .sinniltaiu>- 
ously  from  two  or  more  of  tlteae 
siirfareH. 

The  greater  portion  of  the  growlli 
is  of  connective  tissue,  with  itxlc' 
matous  infiltration  of  the  coimpctive- 
tissue  spaces.  There  is  a  .scant  blood 
supply  to  these  growtlis, 

Tlie  essential  cause  is  as  yet  un- 
ktiown.  Rlephuntiasis  sometimes 
arises  from  the  base  of  okl  ulcers  and 
.suppurating  IhiIkh'S.  .Stenosis  or 
oeehision  of  the  Uinph  channels  is  undoubtedly  an  underlying  factor, 
but  the  cause  of  ob.struction  Iti  the  lymph  cliannel  is  unknown. 

The  [Mitient  ecmsults  the  physician  because  of  the  weight  of  the 
growth  and  its  interference  with  walking  and  coition. 

The  diagnosis  will  involve  little  difficulty.     It  is  distinguished 
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from  carnnoma  h_v  tlie  alLSPiice  of  friability,  Uic  slow  growth,  aiul, 
tiiiatly,  lt_v  a  iriirn):«>npi(-  section  shon-int;  at)  aliiteiirr  nf  cpitliotiul 
invasion  «jf  the  comietTtivi'  tissue  hihI  iIh-  [ire.senw  ut  itmiiwlivt'- 
tinsue  h^'perplasia.    'lliere  arc  no  constitutional  cITfcf^. 

TTrethral  Cftnmcle  is  u  Iwulizetl  iu6urniim(orv  li_vfK*rtri>{))iv  of  tin- 
tin'tliru.1  inucosii  located  near  llie  external  meatus.  Tlieae  elevations 
art!  Usually  »ingW.  rarely  multiple.  They  attain  the  size  of  a  hazel- 
nut, are  recj  or  hliiisli-ml  in  color,  .seiusttive  to  pressure,  .soft,  ami 
atlacheil  hy  a  hroad  base  or  pedicle.  The  surface  U  smooth  or 
fnldeil,  and  hlee<I.s  but  slightly  on  handling. 

TTie  growth  eon.si.'rt.i  in  large  port  of  connective  tksue  infiltrated 
with  small  n>und  (rell.s,  with  here  and  there  bl<K>d  extra vasattoius. 
The  surface  i."*  commonly  coverwi  with  sevenil  layers  of  the  flal 
epilheliuin  of  the  vestibule.  Tubular  glands  invade  the  i^tructure, 
and  are  llnud  with  epithelium  varying  in  fonn  from  flat  to  columnar. 
XetiWqier  Wieves  gonorrlum  to  Iw  an  uwlerlying  cause.  Tlie 
lesion  is  fre(|uent  in  old  age.  Urination  and  sexual  intercourse  ar« 
painful,  becauiie  of  the  great  sensitiveness  of  tlie  caruncles. 

ATROPHY  OP  THE  VULVA  [KRAUROSIS  VULVA). 


After  the  menopau.tc  there  occurs  a  physiological  atrophy  of  the 
vulva,  in  which  the  labia  majoru  lose  (heir  plumpne:^s,  the  labia 
miiioru  <liminLsh  in  size  an<l  may  wholly  disap|>ear,  the  clitori.s  is 
shortenetl,  the  mucous  membrane  become^)  dry  and  pule,  and  the 
vulvar  orifice  is  iiarrowwl. 

Krattrosis  vnlvn  is  n  term  applied  to  a  specific  form  of  atrophy  of 
the  vulva,  llic  tiiuse  of  which  i.s  unknown.  The  extent  of  the 
atrophy  may  l>e  greater  than  the  atrophy  of  old  age.  The  labia 
majora  are  fiat  anil  fiaccid,  while  the  mucosa  may  \m  so  friable  as 
to  be  injure<l  by  the  examining  finder.  The  labia  minora  am) 
clitoriK  may  wholly  disappear.  In  addition  to  the  dr}'tie»s  of  the 
surfaci?  thcrt*  is  extreme  sensitiveni^Hs.  l)ys|»nreunia  \ti  a  eotumun 
complaint,  and  when  a-s-siiciated  with  itching  mid  a  sense  of  dryness 
in  the  vulva  the  pos.sibility  of  kraurosis  is  to  be  borne  in  minti 
(Figs.  04  and  05). 

Kraurosis  occurs  chiefly  in  women  of  advanced  age ;  in  women  who 
have  iHinie  cliiltlren  and  have  become  sterile;  in  (he  niarrieil,  unci 
in  the  wi<|ow.    The  Ic.tion  Nnnetimc-s  fi)ll()ws  removal  of  the  nvitneit. 
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NEW-FORMATIONS  OF  THB  VULVA. 

Benign  tumors  of  the  vulva  are  uf  rare  occurreace. 

FibroDiatB  arise  from  the  sulK-utaneous  conncciivi-  (umie  of  the 
labia  inajora  am)  minora,  rarely  fr«)ni  the  clitoris.  They  are  slow- 
in  their  (growth,  firni,  mund,  and  sharply  eircumserihed.  The 
overiyinjj  skin  is  not  adherent  to  the  tumor.  They  are  known  to 
grow  to  the  size  of  the  patient's  head  and  haug  by  a  pedicle  as  luw 
an  the  kiieea.  The  mieroscopc  shows  the  tumor  to  lie  eoni|K>sed  of 
connective  tissue  intennixeii  with  a  liniit<N3  amount  of  smooth 
muscle  fibre.  Cystic  degenemtion  anil  calcareou.s  deposits  have 
l*eeri  de«!ribrH. 

Lipoma  uri5t':i  from  the  sutxrutaneoits  fat  uf  the  mun.s  veneris 
and  lai)in  minora.  They  are  not  so  fnijuenlly  found  as  are  fibro- 
mata. They  are  usually  circumscribed,  soft  in  con:iistency,  sorae- 
tinies  ap[>an^ntly  fluctuating,  and  are  attached  either  by  a  broad 
Imwc  or  |H'<iicle.  I  am  able  to  fiml  only  twenty-two  cases  of  lipoma 
of  the  vulva  in  the  literature.  They  are  fuunil  anywhere  from  the 
fifth  month  of  infancy  to  the  fifty-first  year. 

Bncbondroma  has  not  been  denionst rated  beyond  doubt. 

Neuromata  iiave  l>een  de.icribeil  as  .sensitive  papilla*  or  warts, 
though  the  descriptions  leave  some  doubt  as  to  their  identity. 

Het'khain  described  a  cyst  of  the  clitoris  weighing  60  jrram.s,  and 
fille-l  with  a  clicK-cilale-eolored  fluid. 

Sebac«ouB  cysta  are  f<»und  in  the  labia,  the  base  of  the  prepuce, 
and  at  the  base  of  the  hjTnen.  They  appe-ar  in  the  form  of  small, 
yellowish,  semitransporent  elevations  filleil  with  sebaceous  material. 
Small,  saft-walled  cysts  lying  at  the  free  margin  of  the  hymen  may 
be  reganled  as  lymph  cysts. 

Dermoid  C7«t  of  the  vulva  is  of  tutv  ofrurrcnre. 

\'ulvar  cysts  have  little  clinical  -significance.  \n  accompanying 
pruritus  may  disclose  tlieir  presence. 

OAMOEB  or  THE  VTTLVA. 


The  vulva  is  strangely  exempt  from  infection  and  malignant 
degeneration.  In  1147  enneers  of  the  female  genitalia  Schwarx 
foumi  ;iO  to  lie  primary  in  the  vulva.  Wcnkel  tahulatwl  the  report 
of  54  cases,  in  wliich  he  found  6  before  the  age  of  forty.  16  between 
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may  be  flUruso  or  circiitnscribett  The  circumscribed  growths 
rarelv  fail  lo  rise  alxive  the  level  of  the  skin  surface.  They  are 
commonly  round  or  oval,  tlie  surface  smooth,  nodular,  or  [wpillary. 
They  may  (jrow  to  the  size  of  a  man's  fist.  At  first  firm  in  con- 
sistency. sotJiier  or  later  tlu-y  (li.sinte||;rate  iind  form  ukvrs  more  or 
Icjis  superficial.  The  diffuse  form  mny  not  be  evident  to  the  nake<l 
eye,  and  is  recognized  by  its  rigid,  firm  feel.  Superficial  ulceration 
is  usually  not  lon^  in  appearing.  There  is  nothirifj  iinu^^unl  in  the 
appearance  of  the  ulcer,  the  base  is  uneven,  hleeding  freely  to  tliR 
touch,  und  covered  with  a  purulent,  foul-smelling  secretion;  tlie 
margins  of  the  ulcer  are  Irregular,  hard,  and  elevated.  In  advanced 
ca^es  the  ulceration  may  e.\teiid  to  deep  crater-like  excavations,  wnth 
tnarktvlly  infiltrated  borders  (Fig.  !>6). 

Schwarz  found  the  inguinal  glands  inrdtrate<l  with  cancer  cells 
eleven  times  in  twenty-three  en.ses.  The  rate  of  growth  is  often 
.slow.  The  direction  to  which  the  growth  extends  varies.  Most 
commonly  the  extension  is  to  the  vagina  and  from  the  vagina  to 
the  rectum,  hiaihk-r,  and  [lelvic  connective  tiasue.  In  not  a  small 
percentage  of  cases  the  opposite  labium  is  invaded  (contact  metas- 
tasis). 

The  microscopic  characters  of  vidvar  carcinoma  differ  somewhat 
from  those  of  cancer  of  tlic  vagina  anil  cervix.  Tliert-  is  an  unusual 
tendency  on  the  part  of  the  epithelial  projections  lo  branch;  cancer 
]>earls  are  said  to  he  relatively  rare,  although  in  two  specimens, 
one  rcmovctl  by  Dr.  Reuben  Peterson,  the  other  by  Dr.  J.  Clarence 
Webster,  I  found  an  unusual  nuinlwr  of  cancer  pearls.  The  exten- 
sion of  the  cancer  cells  along  tiie  lymphatics  gives  the  appearance 
of  veins  of  marble.  Four  cases  have  been  recently  reported  by 
Peterson  {Americaii  Jourttal  of  Obsittrics,  i\inv,  VMi'i),  who  reviews 
the  literature.  Tancer  of  the  glands  of  Bartholin  is  rare.  The 
gland  may  assume  the  size  of  a  man's  fist,  become  hard  and  nodular, 
with  n  movable,  normal  appearing  overlving  .skin.  The  diBgnosi.s 
without  the  aid  of  the  nii<rosct»f*e  may  Ik-  impossible.  The  lesions 
to  he  considered  in  nmking  a  diagnosis  are  llic  benign  new-furma- 
tions  (lipoma,  fibroma),  wth  ulceraicfl  surface,  ulciis  ro*lens,  tubcr^ 
culosis,  sypliilis,  and  elephantiasis.  In  making  the  diagno.sls  we 
rrlv  upon  the  ngc  of  the  individual,  the  general  efTert  u[xm  the 
system,  early  and  superficial  ulceration,  involvement  of  (he  inguinul 
glands,  and  alwve  all  upon  the  microstxipic  examination  of  an 


DTAG.XOSIS  OF  DISEASES  OF  THE  VULVA 


261 


excised    piece  of   the  tumor.      The    pnigtiosU  is   relatively  good. 
Schwarz  saw  t^n  reooveriei  in  twenty-llircc  cases. 

SAKCOUA  or  THE  TULVA. 

This  is  a  vcrj"  ran-  h-.sidii.  Hunter  Rohb  lia.s  descrilied  a  myxiv 
sarcoma  of  the  clitori.s.  Melanotic  sarcoma  of  the  vulva  is  an 
intensely  malignant  proft-th.  Bailley  reported  a  nielanosarcoma  in 
a  woman,  aged  seventy-two  years. 

Recurrence  is  almost  ci-rtain.  Mttller  rcjooved  from  tlie  labium 
mimmi  a  melano-sarcoina  as  large  as  a  walnut.  There  was  no  recur- 
rence until  tlie  end  of  three  year*.  Fisher  reports  »  recovery  in  a 
woman,  aged  fifty-six  years,  from  whom  a  melanasarcoma  the  size 
of  a  walnut  was  removed  from  the  labium  major. 


CYSTS  or  THE  VULVA. 

Cysts  of  the  Bartholinean  gland  are  by  far  the  most  fTec|ucnt  of 
the  cysts  of  the  vulva.  They  are  not  to  l>e  r^arrled  as  new-Forma- 
tions, but  rather  as  retention  cysts.  Gonorrhwa  Is  llie  usual  exciting 
cause.  an<]  hence  they  are  inBammatory  in  origin.  A  diagnosis  of 
gonorrinriil  infection  can  Im;  made  to  a  moral  certainty  from  the 
presence  of  a  Bartholinean  cyst.  Both  glands  are  commonly 
involved,  but  the  lesion  is  .seldom  equally  atlvunced  on  the  two 
sides.  In  the  early  .stage  of  infection  the  openings  of  the  glaniif 
are  reddened,  and  it  may  Ije  possible  to  expre.'is  pus  from  ilie  gland. 
As  the  infection  extends  into  the  glands  they  Iw^'onie  swollen  and 
tender,  and  if  the  outlet  of  the  g!an*l  is  occluded  a  retention  cyst  is 
fornuil.  A  chronically  iiitlainrd  cyst  may  lie  tguicscent  for  an 
indefinite  pen'oel,  when  through  the  influence  of  .some  mechanical 
insult  or  secondar}'  infection  an  acute  exacerbation  occurs.  As  the 
glands  distend  the  deep  connective  tissue  is  invaded.  The  infection 
may  extend  l>eyond  the  gland  to  the  loose  connective  tissue  between 
the  rectum  and  vagina,  and  vagina  and  urethra. 

The  cyst  wall  is  of  fibrous  tissue  liner!  within  by  cnmpresse*! 
epitbeliuni.  The  wall  is  usually  thin.  The  contents  of  the  cyst 
are  mostly  of  a  thin,  serous  character,  sometimes  colloid,  purulent, 
or  of  a  dark-red  color  from  admixture  with  blood.  In  the  contents 
may  be  founil  bloo<l  corpuscles,  blood  pigment,  cholesterin,  pus 
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cells,  leukocytes,  epithelium,  micro-organisms,  and  detritus.  Veit 
reports  three  cases  in  virfpijs  with  an  intact  bvmen,  the  probable 
rcsuk  uf  a  vulvovaginitis. 

Uetention  cysts  of  tlie  glands  of  Bartholin  may  Iw  unnoticed  by 
tlie  patient  or  discovered  accidentally.  When  there  is  an  inflam- 
matory reaction  in  nnd  about  the  fjland  pain  may  be  intense. 

It  is  scarcely  p<>s5ible  to  eonfuse  cy-st-s  of  the  glands  of  Bartholin 
with  any  other  lesion.  In^iinal  hernia  and  cysts  of  the  round 
ligament  lie  at  a  higher  level  and  can  he  traced  to  the  inguinal 
canal.  Solid  tumors  of  the  labia  majora  may  be  exchidcti  by  an 
exploratory  puncture  or  incision  and  by  the  inflammatar)'  character 
of  the  j^rowth. 

Cysts  of  the  labia  minora  nre  seldom  reported.  A^es  Bloom, 
in  reporting  two  cases.  j,'ive3  the  following  classification: 

1.  ('ysts  ari.sing  from  the  normal  structures  of  the  labia  minora 
(idiopathic). 

2.  Cysts  arising  fnun  |>alhulogical  conditions  of  the  labia 
minuni. 

3.  Cysts  arising  from  Gartner's  ducts.  While  they  are  commonly 
quite  small,  (hey  have  been  known  to  grow  to  the  size  of  an  oraiijje. 
They  are  single  or  multiple,  unilocular  or  raultilocular.  The  con- 
tents vary,  being  serous,  mucous,  or  purulent. 

ULCERS  or  THE  VULVA. 


Rodent  Ulcer.  Virchow  was  the  first  to  describe  this  lesion. 
The  ulrtTS  present  elevated,  soft,  asJematous  margins,  are  very 
slow  to  heal,  antl  tend  to  form  Rstulous  communications  with  the 
vagina  and  rectum.  When  the  ulcers  invade  the  urethra,  strictures 
and  fistulte  may  follow.  The  ulcers  grow  to  the  sire  of  a  silver 
dollar.  There  is  nothing  chnracteristic  in  the  microscopic  findings. 
Giant  cells  .suggestive  of  luln'rculosis  have  been  demonstrate*!. 

The  cause  is  unknown.  That  they  bear  no  relation  to  tubercu- 
losis and  syphilis  has  been  conclusively  demonstrated.  Koch  is  of 
the  opinion  that  these  idcers  arise  from  lymph  stasis  following  su[^ 
puralion  and  cicatricial  cunlraction  of  the  inguinal  glands. 

The  diagnosis  presents  many  difficulties.  The  leaon  is  oftea 
found  in  combination  with  elephantiasis,  and  by  many  is  considered 
a  part  of  this  afTection. 
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Tuborcoloos  ulcers  are  dbtinguiiihecl  by  tliv  preseuce  uf  the 
tuliercle  hatillus.  raroinomatous  ulcers  arc  not  ea-sy  to  exclude. 
Thf  mirrosoopic  examination  is  essential  to  a  positive  diagnosis. 

Syphilitic  ulcers  are  recopiize<J  by  the  history  of  infection,  by  the 
general  evidence  of  »yphilb  which  follows,  and  by  the  effect  of 
treatment.  The  accomiianying  elephantiasis  is  suggestive  of  ulcus 
rudens, 

PRURITUS  VULVa. 

Pruritus  \Tilvie  is  a  term  applied  to  an  itching  of  the  vulva  accom- 
panied by  swelling  of  the  purta  and  nervous  irritability. 

The  most  frequent  area  involved  is  the  clitoris;  next  in  order  of 
frefpiency  are  the  labia,  vestibule,  mons  veneris,  perineum,  and 
anus. 

In  nearly  every  instance  the  lesion  is  symptomatic,  but  there  is 
a  xniall  proportion  of  ea^s  in  which  it  appears  to  be  idiopathic. 
.\s  a  symptomatic  lesion  the  underlying  causes  are  largely  attril*- 
utable  to  mechanical  and  infectious  irritations  of  lUe  vulva.  As 
mechanical  irritations  may  Ik*  mentioned  ma.sturbation  anil  exces- 
sive sexual  intercourse,  which  raav  be  the  result  as  well  as  the  cause 
of  pnirilu-s;  also,  the  wearing  of  Rlthy  pessaries,  nncleanliness  of 
llie  vulva,  irritating  urine  in  vesicovaginal  fistula-  and  diatieles, 
and  the  irritating  discharge  fmni  malignant  growths.  Of  the  infec- 
tious agencies  may  bo  mentioned  parasites,  including  the  oidiiim 
albicans,  pediculi,  and  inter^tinnl  worms.  Any  condilion  bringing 
about  passive  congestion  of  the  pelvis  may  cause  pruritus  vulvic 
io  the  same  manner  as  hemorrhoids  cau:»e  pruritus  ani. 

It  is  certain  thai  many  <(f  the  |H-lvif  lesion.i  may  rcflexly  cause 
itching  of  the  vulva.  Pruritus  vulva-  associated  with  drj-ness  and 
sensitiveness  of  the  skin  suggests  the  presence  of  kraurosis  of  the 
vulva.  Disonlers  of  the  blood  may  account  for  some  cases. 
Finally,  a  small  number  must  be  attributetl  to  neuroais,  though  a 
mechanical  cause  is  always  (o  be  souglit. 

The  diagwitif  of  pruritus  vulvie  may  be  made  from  the  patient's 
cimiplaiiit  of  itching,  but  it  is  most  essential  that  the  cause  of  the 
pruritus  be  determined  by  a  general  as  well  as  local  physical  exam- 
ination. 

As  a  general  proposition  we  may  consider  pruritus  vulv^  a  symp- 
tom of  some  general  or  local  lesion.    Everj-  case  of  pruritus  should 
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HMggest  tlie  po.9sil>iIity  of  (iiulwles,  and  should  call  for  a  tirinalvsw. 
The  presence  of  irritating  vaginal  discharfit-s,  nf  wonns,  and  of 
parosite-s  are  to  tie  sought.  The  sexual  haliit  of  the  palit-iit  should 
be  B  subject  of  inquiry. 

The  one  doininallng  symptom  is  itching  over  part  or  all  of  the 
vulva.  So  distressing  is  this  itching  that  llie  patient  becomes  irri- 
table and  nervous;  she  shuns  society,  and  may  even  develop  into  a 
maniac  nr  .tnicidc.  The  itching  is  always  worse  at  the  men.strua] 
period,  iluring  -sfxiial  intcrctmrse,  in  wann  weather,  and  after 
physical  exertion. 

Local  changes  in  the  skin  surface  of  the  vulva  are  commonly 
present  aud  are  largely  due  to  scrutcluiig. 

Webster  and  Sanger  itidepeiidenlly  .studJcil  the  histological 
changes  of  the  skin  rcniovci]  fwm  the  affecteti  area.  Weiwler 
found  the  ^nital  eorpuacles  of  Krause  in  the  clitori.s.  and  calletl 
them  tactile  corpuscles.  N'er\-e  endings  in  the  fonn  of  end  l>ull>s 
Were  found  in  large  numljers.  A  librosis  of  the  corpuscles  of  Krause, 
the  end  bull>8,  and  nerv«*.s  were  found  hy  Webster  and  confirmed 
by  Sanger.  There  was  a  markwl  small  numd-eell  infiltration  in 
the  sul>epithe1iat  ti.s8ues  and  the  superficial  epithelium  wu^  largely 
removed. 

THE  HTMEN. 


A  physiological  rupture  and  stretching  of  the  hymen  occur  from 
sexual  intercourse  ami  childbirth.  It  is  possible  for  llie  liymen  to 
be  merely  sin- tchetl  in  admitting  the  [>eius  or  in  the  passage  of  the 
child. 

The  lacerations  occurring  from  the  first  coition  are  usually 
railiul,  and  do  not  e.\tend  to  the  base  of  the  hymen.  It  is  poojable 
for  the  hymen  to  be  partly  torn  from  its  base  without  tearing  its 
free  margin.  As  a  nile,  (here  Is  u  drcular  opening.  After  child- 
birth the  hymen  is  completely  si-vered  in  many  places,  leaving 
isolated  tags  (carunculff  myTtiformc-s).  Thc.'ic  laceratian.<i  often 
extend  into  the  vagina  and  perineum. 

The  qiiostiim  of  the  existence  or  absence  of  a  hymen  is  of  medico- 
legal importance.  It  is  self-evident  that  tlie  hymen  is  not  a  reliable 
guide  in  judging  virginity.  The  hymen  may  Iw  pn'seut  and  intact 
after  sexual  intercourse  and  even  after  childbirth;  while,  on  the 
other  hand,  it  may  be  totally  wanting  or  but  partially  developed  in 


out  by  Gellhorn,  whpre  ihe  remaimlcr  of  the  genital  tract  is  well 
fonne<l  the  atresia  is  undouhtwily  acquire).  NVugcbaucr  has  col- 
lectei.1  the  report  of  about  1(X)U  i-ases  of  atresia  of  the  hymen  from 
the  Utcratiire,  and  in  about  one-half  of  this  number  the  lesion 
was  acf]uire(],  and  lo  about  one-third  uf  the  cases  the  historj-  gave 
no  suggestion  of  the  cau.w,  whether  congenital  or  aeipiired.  Acute 
infectious  diseases  and  gonorrhfea  arc  rt-sprjnsible  for  the  greater 
number  of  aixjuire^l  atresias. 

Cysts  of  the  Hymen.  Little  is  known  of  cysts  of  the  hymen. 
Weiikcl  made  tlie  tirst  report  in  ISSii.  Fahn  describes  a  cyst  of  the 
hymen  measuring  S  cm.  in  diameter.  The  avemge  diameter  is 
about  1  era.  ^lany  do  not  ejcceed  I  mm.  in  diameter.  They  are 
uauuUy  congenital,  though  they  may  not  In*  obser^'ed  until  late 
years.  One  or  more  cysts  are  located  near  the  free  margin  of  the 
hymen, 

'J'hese  various  sources  explain  the  presence  of  a  variety  of  epillie- 
liimi  lining  the  cyst  cavity.  .\.s  a  nile,  the  epithelium  is  .yjuainous 
an<l  stratified,  but  is  occasionally  cylindrical,  and  in  a  few  instances 
endothelium  is  found. 

The  origin  of  the  cysts  of  the  liymeTi  is  in  many  cases  the  epithe- 
lial projections.  Tliese  projections  become  constricted  otT,  and 
form  the  epithelial  wall  of  a  space  which  fills  with  serum.  A  few 
cases  apparently  arise  from  (jiirtner'.s  duct,  from  dilateil  lymph 
spaces,  and  from  retention  of  the  secretions  of  seljaceous  glands. 

lu  a  valiie<l  original  communication  un  the  "  .\iialoiny,  Pathology, 
and  Development  of  the  Hynien"  {Am^can  Journal  of  Ohxtftries, 
August,  l?K)4},  G-  Gellhorn  presents  numerous  lesions  of  the  hj-men 
not  generally  recognized. 

Inflammations  of  the  hymen  are  primary  or  secondary  to  vulvitis 
and  vaginitis.  The  inflamed  hymen  is  markedly  re<]denetl  and 
bleeds  easily.  The  same  changes  affect  the  remains  of  the  hymen 
(myrtiform  caruncles).  Tumors  of  the  hymen  are  rare.  Gellhorn 
finds  seventeen  case.**  of  hymeneal  cysts  in  the  literature,  two  ca.se.s 
of  polypi,  and  one  of  angioma.  Sanger  reported  a  case  of  primary 
sarcoma  of  the  hymen.  As  yet  no  case  of  primar\'  carL-inoma  of 
the  hymen  has  been  reported. 
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CHAPTER    XXV. 

THE  DIAGN08IS  OF  DISEASES  OF  THE  VAGINA. 

Maldevelopments. 

Malformations. 
Vaginitis  (Colpitis). 
Para  Vaginitis. 
New-formations. 

KALDIVEL0PMEKT8  AND  KAUTOBHATIOKS  Or  THE  VAGINA. 

Inasmuch  as  the  vagina  is  partly  developed  from  the  ducts  of 
Miiller,  developmental  failures,  analogous  to  those  found  in  the 
uterus  and  tubes,  are  to  be  found  in  the  vagina.  There  may  be  a 
complete  absence  or  a  partial  development  of  the  vagina;  the  ducts 
of  Muller  may  fail  to  coalesce,  giving  rise  to  a  double  vagina; 
the  ducts  of  Muller  may  coalesce,  but  fail  to  be  absorbed,  leaving  a 
partial  or  complete  septum,  dividing  the  vagina  in  the  median  line. 

Absence  of  the  vagizia  may  result  either  from  a  failure  of  the 
ducts  of  Miiller  to  develop  or  from  complete  atresia.  As  a  rule, 
the  entire  Miillerian  tract  fails  to  develop,  hence  the  absence  of  the 
vagina,  uterus,  and  tubes.  The  appearance  of  the  external  organs 
of  generation  may  be  misleading  in  determining  the  sex. 

Atresia  and  Stenosis  of  the  Vagina.  As  a  rule,  atresia  of  the 
vagina  is  incomplete.  It  is  usually  the  lower  segment  that  is  closed. 
In  extreme  cases  only  a  fibrous  or  fibromuscular  band  is  found 
between  the  bladder  and  rectum.  Back  of  the  obstruction  the 
menstrual  blood  collects  in  the  vagina  (hsematocolpos) ;  in  the 
uterus  (hffimatometra) ;  in  the  tubes  {hematosalpinx),  and,  finally, 
in  the  pelvis  (hrematocele). 

The  obstructing  tissue  may  be  stretched  and  crowded  down, 
appearing  at  the  vulvar  outlet  as  a  dark  bluish-red  membrane. 
The  retained  blood  does  not  usually  coagulate,  but  becomes  dark 

in  color. 
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Etiology.  Atresia  of  the  vagina  may  Ijc  rongenital  or  acciiilwd. 
ll  may  he  difficult  to  fleterinini!  wliether  the  miil formation  lieveltiptsi 
ill  intrauterine  or  in  extraiiurinc  life.  In  verv  young  infants  a 
vaginitis  may  form  odhesioas  of  the  vaginal  surfaces  wilhoiil  giv- 
ing rise  to  symptoms.  Whether  n  fetnl  vaginitis  ran  account  fur 
congenital  atresia  of  the  vagina  hius  nut  Ijeen  demonstrated. 

The  twiial  cause  of  siciiosi:?  ami  atresia  of  the  vagina  occurring 
during  the  period  of  sexual  maturity  is  trauma  incident  to  lalwr. 

Flu.   MIO 


Th«  ulanH  and  lu  appMub^aa.  PavtMinr  vi«w  Th«  |iuta  luiv*  b*Mi  nmnrluM  dt^ 
pJwtd  tnta  \hdt  proper  paMiiun  in  tba  t>r«iwr»iiun  irf  (he  iiwciiiirn;  ihnn  ibv  rixht  uvkiy 
ha*  baan  falmd  abora  lh«  Fallapian  lub«  and  IIm  Hinbrialeil  cxitciiiittpi  u[  xhn  lutwa  havn 
haan  tunwd  upvafd  and  milirartL  (Fnun  a  prapaiation  in  (ba  Muwuoi  of  iltB  Itiiyal  Toltafa 
ot  SvrsiaD«(4  Knsla«l.> 

In  the  postclimacteric  stage  an  adhesive  vaginitis  may  narrow 
or  ohlitcrate  the  vagina.  Oonorrhira  is  the  usual  underl\-ing 
cause  of  .teuile  vaginitiH.  In  congenital  atresia  the  obittniction  is 
must  often  at  the  jiinclion  of  the  mithlte  and  upjH-r  third  of  the 
vagina,  which  is  the  lower  limit  of  the  MUllerian  ducts.  In  the 
actjuired  form  the  olutruction  is  usually  .similarly  .situated. 

The  ohstniption  may  lie  merely  n  half-moon  or  annular  ring,  a 
partial  ur  complete  septum  with  perforations,  or  a  membrane  varj'- 
ing  in  thickness  even  to  filling  the  vagina  completely.  'IVo,  three, 
and  even  four  atresic  points  have  Ixreu  described. 
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or  cervix  la  suspected.  If,  in  aildition,  a  pelvic  tumor  develops  and 
rii-stincllv  lliicluaics,  Uie  diagnosis  is  highly  proliable,  hut  mu.st 
W  confirmee]  l>v  a  vaginal  examination.  Vicarious  menstruation 
rarely  occurs,  In  an  attempt  to  make  a  digital  examination  of 
the  vagina  the  finger  will  meet  the  obstnictJon.  Tlie  extent  of  the 
closure  is  Livst  determined  hy  the  finger  in  the  rectum.  If  the 
obstruction  lies  high  in  the  vagmu  ami  does  not  hulgr  downwanl 
it  is  not  likely  tluit  there  is  any  considerahle  secretion  pent  up 
above  the  point  of  obstruction  (Fig.  1 10). 


Ffo.  110 


Vkcinitl  ^vl'im.      The  n  -<!  ini<i  iIm>  tit*i)ir  .  '  miii'  -n  '  Ni-  rmum 

U*  ■(i^iniMiaioil.  MHi  trf  K>  ikMOK  ItlValldaiG  VB(iai>  ts  anaonal  rsl  oil. 

Hffmatomelra  i.s  not  easy  to  demonstrate,  bccaiise  of  the  difficulty 
in  palpating  the  elevated  utenis  through  the  rectum.  'Vbe  uteru.s 
iisuully  lie»  near  the  median  line,  anri  is  rounded,  tenite.  |H>ssihly 
tiuctualing,  and  ^iiiewbat  increased  in  size. 
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Double  vagina  i.s  ihe  rpsiili  of  fniliin*  on  thr  jvart  of  the  ^liillenan 
ducts  to  perfectly  fuse.  From  this  cau^  a  septum  divides  the 
vagina  in  part  or  throughout.  The  vaginal  canals  usually  lie  side 
by  side,  the  septum  mtining  anteropastcriorly.  The  canals  may  be 
unequal  in  size.  The  .wptinn  rarely  runs  transversely,  so  dividing 
the  vagina  that  one  lies  in  front  of  the  other — this  can  only  l>e 
accounted  for  on  the  supposition  that  tbe  HuUerian  ducts  luul 
rotated  prior  to  ilieir  fusion.  All  drgre(\4  of  development  mav  lie 
obsen'cd  in  ihe  si-ptuin,  from  a  slight  ridge  to  a  complete  partition 
composed  of  fibrous  tissue,  mingled  with  some  muscle  fibres  and 
covered  on  either  side  with  mucous  membrane.  'l*he  cemx  and 
uterine  bcly  are  usually  divided. 

If  lM>th  faiials  are  [KTvious  no  symptiuns  need  arise  until  labor, 
when  there  may  be  an  olwlriiction  to  the  passage  of  the  child. 


VAQINITia   (COLPITIS). 

\'aginitis  rarely  exists  singly.  As  a  rule,  it  is  o-ssociated  with 
vulvitis  and  endometritis,  and  not  iufnxjuentty  with  a  similar 
involvement  of  the  eiilirc  genital  tract. 

Etiology.  With  fen  exceptions  vaginitis  is  due  to  bacterial 
invn.sion.  ^Icchanical  and  thermic  irritants  arc  accountable  for  a 
small  number  of  caaes. 

Of  the  inicrw-orgatiisnis  causing  vaginitis  tlie  gonnK'uecus  i.-^  by 
far  the  most  frequent.  A  purulent  dischargi^  from  the  cervix  eon- 
taiuing  the  gonoeitccus  may  fail  to  infect  the  vagina  because  of 
the  protecting  epithelium,  which,  when  intact,  resists  all  bacterial 
invasion. 

If,  however,  the  epithelium  of  the  vagina  is  lost  or  its  vitality  is 
lowereil  infection  will  follow.  We,  therefore,  find  primarj'  gonor- 
rliiral  vaginitis  Utjs  frequently  in  the  young  than  in  advanced  years, 
wlien  the  epithelium  has  lost  its  full  power  of  resistance  and  is  more 
or  less  desc|uamute<l.  Ue|>euted  attacks  of  vaginitis  may  tesull 
from  contamiimtion  hy  the  secretions  of  (he  uteni«,  tulK-s,  and 
uretlira.    It  is  sai^l  tliat  chronic  gonorrhoeal  vaginitis  docs  not  exist. 

Injudicious  exercise  and  sexual  excesses  may  l>e  the  explanation 
of  exacerbations. 

Puerperal  vaginitis  ts  nearly  always  caused  by  the  staphylococcus 
and  strepto<wx-u.s.    The  Klebs-Loeffler  bacillus  is  rarely  the  cauae 
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of  vaginitis.  The  streptococcus)  of  erysipelas  is  occasionally  found, 
particularly  in  infants.  The  presence  of  the  oidium  albicans  and 
leptothrix  has  been  demonstrated.  Entozoa  can  invade  the  vagina 
from  the  rectum.  Ascarides  and  similar  parasites  of  the  intestines 
may  invade  the  vagina  and  set  up  a  vaginitis. 

Infections  from  the  bowel,  as  from  dysentery  and  typhoid  fever, 
may  invade  the  vagina.  Infection  may  also  travel  from  the  bladder 
to  the  bowel.  An  irritating  and  infectious  discharge  from  the 
uterus  or  from  a  pelvic  abscess  opening  into  the  vagina  will  infect 
the  vagina.  It  i&  highly  probable  that  maceration  of  the  epithelium 
by  fluids  used  in  douching  favors  infection  from  such  discharges. 

The  secretions  from  malignant  growths  of  the  uterus  are  particu- 
larly irritating  to  the  vaginal  mucosa. 

Trauma  from  ill-fitting  and  foul  pessaries,  from  tampons  saturated 
with  irritating  secretions,  and  from  masturbation  predisposes  to 
infection.  Schultze  has  correctly  claimed  that  decomposition  of 
stagnated  menstrua!  blood  l>ehind  the  hymen  in  chlorotic  girls  is 
not  infrequently  a  cause  of  vaginitis. 

Tumors  lying  within  the  vagina  may  act  as  mechanical  irritants 
to  the  vaginal  mucosa. 

Anatomical  Diagnosis.  The  following  tnorpliological  forms  are 
recognized : 

1.  Oatarrhal  vagimtis  is  recogni/Avl  by  u  n^ldeiiing,  .swelling,  anil 
increased  secretion  of  the  vaginid  nuicoii.s  menibnine.  These 
changes  are  pro[>ortional  to  tlif  <legree  of  a<'utetiess  and  intensity 
of  the  infection.  The  surface  is  rarely  uniformly  red,  but  rather 
mottled  red  and  gray.  In  tlic  chnuuc  stage  .slight  reddish  eleva- 
tions stud  the  surface.  These  elevations  are  particularly  prominent 
in  old  age  when  contrasted  with  the  smooth,  pale-gray  background. 

The  microscope  show.s  a.  diffuse  round-cell  infiltration  and  capil- 
lary congestion  of  the  subepithelial  connective  tissue.  There  may 
be  more  or  less  de.s(|uaniati()ii  of  the  surface  epithelium.  The  deep 
layers  of  connective  tissue  are  rarely  involved.  In  the  senile  variety 
punctate  hemorrhages  are  purticiilarly  liable  to  i)ccnr  in  the  connec- 
tive tissue.  Gebhanl  speaks  of  a  variety  called  croupous  vaginitis, 
in  which  there  is  formed  on  tlie  surface  a  false  membrane  com- 
posed of  fibrin,  leukocytes,  (lt'.s(|uaniate(l  and  <legenerated  epithe- 
lium. He  observes  thiit  a  similar  lesion  is  often  found  in  the  bowel, 
and  reasons  that  there  is  a  specific  cause  underlying  both  conditions. 
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It  is  jkOssiMe  for  iilci 


develop 


.  Ulcantive  Vaginitis. 

advanei^i  .stfige  nf  catarrljal  vnginitis;  this,  however,  is  excep- 
tional. The  loss  of  epithelium  is  usually  superficial,  and  in  heftling 
I  does  iiut  lent]  in  cirutrizatioii. 
a.  PurrjHrai  idcrrs  of  (lie  vagiim  siri.se  fntiii  itifwtioii  eif  ahrasioiiii 
and  lac-erations  acijiiired  in  lalx>r.  A  diplithentic  iiieDibrane  of 
B  gray  or  yell«wish-^ray  color  forms  over  the  ulcenilcH  surface. 
The  lesion  may  extend  deeply  into  the  vftipiiftl  wa!l  and  into  the 
pamvaginal  connective  tis-sue.  Pelvic  u-bsc-esses  and  suppurative 
peritonitis  may  follow  from  extension  of  the  infection.  A  diffuse 
Htuuwfaclioti  and  retldeniiig  of  the  vaginal  mucou.s  membnuie  may 
extend  fnim  (he  ulcers,  giving  llie  ap]ieararu'e  of  erysipelas. 

Stenosis  and  atresia  of  the  vagina  may  follow  healing  l>y  cicalrixa- 

ition,  particularly  when  the  pamvaginal  tissues  arc  involvenl. 
h.   True  diphtheritic  ulcrrs  of  the  vagina,  in  which  the  Kleb.s- 
Iioeffler  tiaeillas  ap[ieun>,   Ls  a   rare  finding,  ami  ultiio»t  always 
develops  (hiring  the  pueqjeriuni. 
c.   Tuberculous  ulcers  of  the  vagina  are  of  rare  occurrence.    Such 
ulcers  artT  shallow,  with  irregular  iH»ltTiiiin«Nl  margins.    TIic  Unse 

I  and    margiivs    are    .studded   with    miliary  lulK-rcles,  in  which 
tul)crcle  bacillus  may  he  demonslrated. 
d.  Syphilitic  ulcers  in  the  priinarj'  stage  with  elevated  indurated 
margins  are  mure  cumiuun  limn  those  uf  the  si'cnndary  or  tertiary 
stage, 
^b     Ulcere  of  the  vagina  com]>lieating  the  infectious  fli.sea.se.s,  as,  for 
instance,  l\"phnid  fever  and  smallpox,  are  oe(«siona!ly  .sc?rn. 

f.  Deculniua  ulcers  arising  from  pressure  by  foreign  bodies  in  the 
vagina  .show  great  variation  in  extent  and  fomi.  The  common 
cause  of  decubilua  uleer-s  is  the  wearing  of  ill-fitting  {)essaries, 
which,  thnmgli  pre-ssure.  cause  a  su|Mrrficial  slough  of  llie  mui-osn. 
The  necrosis  may  extend  tieep  into  the  tissiu-a  and  result  in  the 
development  of  a  vc-tico vaginal  fistula.  Such  ulcers  may  attain 
B  the  size  of  a  snuiTr. 

'  .'i.  TnberctiloaB  Vaginitis,  liut  one  case  of  primary'  tubereulodiis 
of  the  vagina  hits  been  re]K»rte<l  (Krietlliinder).  The  usual  Luliercn- 
lous  lesions  are  found — that  is  to  say,  local  or  general  dissemination 
of  tubercles,  larger  lulien-ulinis  uikIuIcs,  and  caseous  nULsses  with 
ulcers.  Tlif  uiierasfope  rt-veaU  the  nsunl  .stnu'ture  of  luliereles: 
daiit  cells,  small  ruuiid  cells,  endothelioid  cells,  and  tubercle  l>acilli. 
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By  far  the  greater  number  are  secondar)'  to  luherculusis  of  tli« 
uterus,  (uIk^,  Miiva,  cervix,  rertiini.  ami  Iilaildrr.  The  infection 
may  very  rarely  be  convoyed  by  tbe  blood.  Primarv-  infet'tion 
niay  Ir*  ueqiiirwl  by  direct  infection  from  the  husband  and  from 
the  exajnining  finger  and  instruments. 

4.  EmpbjMma  vaffinv  (e(»l[jiti:i  eniphysematitNis).  As  the  result 
uf  soiiif  sort  4)f  an  infection  numerous  small  cysts  filled  with  gas  are 
found  in  the  subepithelial  connective  tissue.  The  lesion  usually 
appears  in  pregnancy  and  the  puerperium.  ^Vs  a  nile,  the  cysts 
disappear  within  three  months  after  labor. 

Wenkel  first  descrilieil  them  as  retention  ey.sts  fnrmeij  from 
vagina!  glamls.  Zwelfel  first  <)emonstrated  them  to  be  the  result  of 
fermentation.  Kisenlolir  pniveil  the  presence  of  gasogenlc  l)orteria 
in  the  rtmnective-tissue  spaces  of  the  submueosu  and  of  the  l)-mph 
,>4paces.  Tliere  can  l>e  no  doubt  us  to  the  niicrobic  origin  of  the 
lesiim.  'niRHjgh  a  s|M-euhim  the  vestelRt  ap[M*ar  dark  lihnsh-red 
hi  eolur.  Prt-ssure  causes  them  Ui  teinfKirarily  disap|)ear.  If  the 
vaginu  is  partly  filletl  with  clear  fluid  and  the  veiiicles  punctured 
Willi  a  needle,  ga.<  will  escape  in  hubble.4. 

5.  Coodylomatoiu  Vaginitis,  Groups  of  warty  excrescences  are 
fouml  ill  (litr  vaginu  as  further  extension  of  a  similar  growth  of  the 
vulva.  The  whole  vaguial  surface  may  be  covered  with  the  warty 
growth . 

Olinlcal  Diagnosis.  In  all  forms  of  vaginitis  there  is  an  exces- 
sive stf-retioii,  varying  in  (juantity  and  character.  'ITic  secretion 
is  derived  in  part  {wm  the  uterus  and  cer\'ix.  It  is  serous,  mucous, 
or  purulent.  This  stM-alletl  leucorrhoea  ("whites")  is  usually  the 
first  symptom.  Following  this  is  itching  and  burning,  which  is 
aggruvaWnl  by  exerci.-*.  When  cau.serf  by  gonorrhoea  these  .synii>- 
toms  may  npp<-ar  within  twenty-four  hours  from  the  time  of  the 
infection.  In  addition  to  the  above  symptoms  there  is  usually 
burning  and  smarting  on  urinating,  caused  by  a  uretliritis. 

When  pus  can  lie  expressed  from  the  urethra  the  diagnosis  of 
gonorrhd-a  is  nuule  with  rea.M>n»hlc  el^^tainty.  If  in  addition  the 
Bartholinean  glands  arc  infcctol,  rhere  can  lie  little  doubt  aa  to 
the  gonorrlueal  origin  of  the  lesion. 

Vesical  and  rectal  tenesmus  are  pre.%nt  in  the  acute  stage.  In 
die  mild  fonns  and  in  the  chronic  .^itage  the  [Mitient  may  not  com- 
plain. 
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The  (Hagiio:«i>i  has  to  do,  first,  with  the  rocugtiition  of  the  vaginitis; 
next,  with  the  pu-ssible  t'xttriisiim  of  the  l&sion  to  nei^hhonii};  struc- 
tures; aiifl,  Knally,  with  llie  iinderlying  cause  of  the  infection. 

Direct  tn.s[)«:tiiiii  shoulnl  determine  tlie  presence  of  Miginitis. 
The  Sirps  speculum  shnuUI  be  use*)  with  the  patient  in  the  Sims 
position.  There  is  mor^  or  lew  sensiti veneris  to  the  touch  of  the 
examining  Kngcr,  ami  a  roughness  of  the  surfaee  may  he  detected. 

The  recognition  of  extension  to  the  upper  genital  tract  involves 
the  diagnosis  of  endometritis  atid  salpingitis.  To  determine  whether 
the  secretion  is  from  the  vagina  or  from  the  uterus  the  Schultzc 
nieth(Ml  is  employe*!.  The  vagina  is  elean.se<l  with  a  douche  of 
sterile  wafer,  a  plug  of  sterile  cnttcm  is  placed  against  the  cervix, 
and  after  remaining  there  several  hours  it  is  removed.  If  the  secre- 
tion is  c(»llerteil  on  the  top  of  tlie  plug,  the  discharge  comes  frtan 
the  uterus;  if  it  collects  around  the  plug,  the  dischargt^  Is  from  the 
vagina. 

Recognition  of  the  cause  of  the  infection  is  not  always  possible. 
Goiiorrhuea  i.s  »u  fret^ueiitly  the  cause  thut  it  must  Hr»t  be  e.tcluded 
before  considering  other  |M).ssihlc  caiises.  Iti  the  scute  .Htagc  the 
goiioonccu.s  can  usually  he  found  in  the  secretion,  hut  not  often  in 
the  chronic  stuge.  When  heginning  a  few  days  after  marriage  and 
associated  with  burning  on  urinating,  it  is  lughly  probable  that 
gonorrhcpa  is  the  nnderlyiikg  cause. 

PARAVAGINITIS. 


By  paravaginitis  is  understotMJ  un  innanunatioti  involving  the 
(viniiectivi'  tis-suc  iinmcdititely  .snrntunding  the  vagina.  .\s  ii  rule, 
it  is  a  staphylococcus  infection  leading  to  the  formation  of  loc-alized 
absces-ses.  Other  pos.sihle  cau.se.s  are  wound  infectioD.s  following 
operations  and  attcmpt.s  to  imluci^  abortion;  ill-Htting  |K>s.sarie3, 
which  have  ulcerated  tlirough  the  vaginnl  wall;  infectious  diseases, 
such  as  dysenter}"  and  t)'phoiil  fever,  where  the  infection  is  con- 
veyed through  the  bowel  or  bladder  into  the  paravaginal  connet-tive 
tissue,  and  in  all  inllannnalnry  di.<ieased  uf  the  nx'tum  and  blmtder 
extending  to  tlu'  vagiiui. 

Veit  dcM^ribes  a  peculiar  form  which  he  designates  as  para  Liufinitia 
phlrffmornifo  rffjurfcnn:*.  But  few  casf'-i  have  iM'en  reconlcd.  One 
was  ascribed  to  gunorrhuea;  others  may  have  been  due  to  crimina] 
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«k-veIop  from  remains  of  (lie  Wnlflimi  ilucu.  nie  diirts  of  (iartne? 
iln  imt  onlinarily  extend  lielow  tin-  vault  ot  (lie  vu^iia,  liut  instunees 
arc  known  in  which  they  cxten(le»l  an  far  as  the  (irelhral  opening 
along  th*"  Interal  and  iinterior  walls  of  the  viij^ina.  In  thcw:  iliiets 
muscle  fibres  ami  rvHuHrical  epithelium  are  ohservcd,  ami  so  it  i.s 
that  eysts  locate*!  in  tlie  sides  or  in  the  luilerior  wall  nf  the  vagina 
and  containing  muM^le  fibres  and  epithelium  are  assumed  tn  arise 
from  the  <lueU  of  Ciiirtner.  As  farther  evidence  tjf  ihi."  origiTi.  may 
lie  mentioned  tlicir  (iccasional  cUingHicd  fonn  with  their  long  axis 
in  a  line  corresponding  to  the  long  axis  of  the*  vagina.  Still  more 
significant  is  the  rosary-like  arrangement  of  two  or  more  cysts  along 
the  line  of  Gartner's  duct. 

Preuscheri  suggests  that  the  origin  of  vaginal  cj'sts  may  he  the 
glands  of  the  vagina.  Cysts  lying  in  the  posterior  wall  of  the 
vagina  arc  thus  explained.  Tliey  art-  reg»nh*d  as  rcteritiuii  cysbi. 
Davidson  holds  that  the  glands  of  live  vagina  an-  purely  inisdevel- 
opments.  Those  In  the  upper  segment  of  the  vagina  are  misplaced 
from  tlie  cervix  and  maintain  the  character  of  ccn'ical  glands,  while 
tliose  in  the  lower  segment  of  the  vagina  arc  frf>m  tlie  vulva.  Reten- 
tion cysts  arising  from  these  glamls  are  usually  multiple,  of  small 
si7.e,  and  Unwl  wltli  a  single  layer  of  columnar  cpUheliuni.  Cy-sts 
may  arise  from  partial  mlhesion  of  the  folds  of  vaginal  mucous 
membrane  enclosing  spaces  lined  with  flat  epithelium. 

Freund  Ix^lieve.s  tliiit  cysts  of  the  vagina  aristr  fnim  nidimenlur)' 
ducts  of  Miiller.  Furlhrrmore,  it  t.s  appan^nt  that  the  lymph  spaces 
may  distemi  into  cy.sts  linetl  hy  endothelium. 

Cystn  of  the  vagina  are  rarely  of  large  size,  ranging  from  tliat  of 
a  pinheat)  to  a  liar^lnul.  In  exceptional  cases  tlicy  are  fuutid  the 
size  of  a  child's  head.  Tliey  are  slow  in  growth.  Tlie  sites  of 
ele<-tioii  are  the  anterior  and  lateral  walls,  rarely  the  posterior  wall 
of  the  vagina.  They  lie  inuneiliately  underneath  the  epithelium, 
and  bulge  into  the  vagina.  The  con-sistency  is  ela.itir;  the  contents 
clear,  watery,  or  mucoid.  Occasionally  the  contents  are  milky 
from  the  presence  of  degenerated  epithelium;  sometimes  chocolate 
color  from  admixture  with  blooil.  Cheroii  reports  the  presence 
of  a  stone  in  a  cyst.  Cholesterin  crystals  arr  occa.«(ionally  found. 
As  a  nile,  the  cysts  are  simple,  but  they  may  be  multilocular.  ITie 
cyst  wall  is  compasc*!  of  fibnms  tissues,  occa.sionally  mingled  with 
aomc  muscle  fibres.    The  inner  surface  is  lincil  with  a  single  layer 
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uf  i.-^-liii(lrical  (.'pitlicliiuii.  Mmietiiites  with  spvprnl  Iityera  of  cylin- 
ilrical  or  flat  epithcliuin;  rarelv  are  endothelial  et-lls  Foiini). 

They  are  »eKloiii  of  rlitiicitl  interest,  but  lire  known  lo  interfere 
with  sexual  iritcrr-mir^'  arul  wilIi  rliildhirtli,  luiil  liiivr  Iweti  mis- 
taken for  prnla]>Mi!«  uten  ami  inversion  of  the  utenis. 

FIBROHTOKA  Of  THE  VAGXKA. 

Richard  R.  Smith  collected  101  ea.w.1  From  the  literature.  They 
commonly  otxrur  Iwlweeii  the  iipfs  of  twenty  an«l  forty  years,  aud 
have  l)eeci  «hser\'eil  sls  early  as  one  and  (inr-h»ir  vchps  and  a.s  lale  as 
seventy-eight  years.  The  largest  one  recoriled  weighed  ten  [>ounds. 
They  are  usually  n»und  and  atlached  l>y  a  hroad  Imlsp  or  ]»cdirh'. 
The  .-turfacc  ts  smooth  or  i)0«hilar,  ami  is  covered  with  vagirml 
mucou-s  membrane.  They  are  seliloni  of  soft  consistency.  'Ilieir 
origin  is  in  the  submucous  connective  tissue.  They  are  rarely 
multiple,  and  are  must  often  liK-ated  in  Oie  anterior  wall  of  the 
vagina.  The  usual  fonn<>  uf  degeneration  common  lo  fibroids  are 
possible. 

The  diagnoKu  Is  not  difficult.  A  .soft  fibroid  might  he  muttaken 
for  a  cyst,  a  cystocele,  or  u  rectocele.  The  bluish,  semitranspareot 
color  of  the  cyst  is  of  special  signiticance. 

OAROXNOUA  or  TBE  VAGINA. 

Etiology.  I^s.s  than  !  per  cent,  of  all  cancers  in  women  are  of 
vaginal  origin  (AVilliams,  Bri.stol).  KiLstner  collwtwl  twenty-two 
cases  of  priniarTr'  cancer  of  the  vagina,  anil  estimates  tlint  alxjut  0.02 
per  cent,  of  cancers  of  the  genital  tract  arise  primarily  in  the  vagina. 

As  a  rule,  primary  carcinoma  of  the  vagtna  ari!«e»  lietween  the 
ages  of  fifty  and  sixtj';  two  cases  are  refjoried  at  twenty  years 
of  age.  riiihlbcaring  does  not  influence  the  fievelopment  of  the 
growth,  and  heredity  plays  a  minor  role.  A  number  of  ca.se.s  have 
been  reconJe<l  where  ill-fitting  pessaries  have  cau-M*;]  ulccTntion  and 
eventually  malignant  degeneration.  Prolap.se  of  the  vaginal  walls 
.subjei-t.s  tlie  \iigina  to  mechanical  insults,  and  upon  the  injured 
surface  may  be  engrafted  a  carcinoma  (Fig.  112). 

An&toxmcal  Diagnosis.  In  123  cases  71  we-rc  foumi  on  the 
posterior  vaginal  wall,  V.i  on  tlie  lateral  walls,  and  lf>  were  annular. 
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attain  the  siw  of  a  maD's  fist.  Extension  into  the  parava^nal 
timue  w  nipifi.  Rearhing  ihf  lynipli  s|Mi(f.s  of  the  ixmiiM-Uve  ti.s.sue, 
tlw*  ranctT  rcll.-*  an'  rapiiily  rarriwl  to  the  relr<i[jeritone]il  glamls. 
The  inguinal  ;;lun<ls  are  en]arge<l  wtieii  ihe  lower  sejrnient  nf  the 
vagina  is  invadeil.  Aa  a  nile,  the  iitenw  i«  not  iiivjiihfi  so  enriv 
an  the  XTilva,  ami  metastasis  lo  distant  nivalis  is  latr.  The  mirrf>- 
seope  shows  nothing  unusual.  It  is  a  Hal-cell  gron-th,  (he  cells  are 
arranged  in  neste,  and  contain  many  pearb. 

Olinical  Diagnosis.  The  le?iiuti  may  go  unrecoffnixed  until  far 
advanc^il.  A.s  wiili  cjincer  uf  ihe  nterus,  all  symptoms  may  be 
wanting  until  there  'la  ulceration  ami  uloughing  of  the  growth. 
Hemorrhage,  pain,  and  a  foul-smelling  disrharge  are  the  cardinal 
.lymptoms,  Imt  in  no  way  do  they  differ  from  the  samr  group  foimd 
ill  cancer  of  the  vulva  ur  uterus.  Pain  Ls  rarely  present  until  tlie 
growth  has  extended  into  the  paravaginal  tissue.  All  observers 
have  noted  the  absence  of  pain  in  the  early  stage. 

Stejiosis  of  the  vagina  may  hide  a  gniwlh  Ijing  almve  the  point 
of  con.stric'tion,  and  render  the  early  diugnnsis  ven'  difficult. 

Secondarj'  cancer  of  the  vagina  is  of  fretpienl  occurrence.  Cancer 
of  the  cemx  i.s  especially  liable  to  extend  to  the  vagina.  Normal 
tissue  may  intervene  iH'tween  the  primar}'  growth  iu  the  cen*ix 
and  the  secondary  growihs  in  the  vagina.  Cancer  of  the  hlaiKler 
and  rectum  more  mn?Iy  invade  the  vagina.  Metastatic  gniwtlis  from 
the  oVHfA'  are  .seldom  foimd  in  the  vagina. 

^Vahn,  risher.  ami  Kalkenbach  report  implantation  of  cancer 
cells  upon  eroded  .surfaces  in  the  vagina  through  the  medium  of 
a  leucorrha-al  discharge.  The  secondan'  growtlus  take  the  same 
hLstological  forms  a.s  the  primarA-  growth. 

The  average  duration  of  primary  cancer  of  the  ^'agina  is  said  to 
be  sixteen  months,  but  may  lost  .several  years. 

Differential  Diagnosis.  Decabittu  nleers  caused  by  ill-fitting 
pessaries  may  be  mistaken  for  carcinoma,  and  have  been  known 
to  be  its  starting  point.  The  liaril,  elevated  margins,  friable,  and 
bleetling  when  hamllecl,  are  distinctive  of  malignancy.  \Miere 
doubt  exi.>^t>i  a  micnxsi'opie  e,\aminatioTi  of  an  excised  piece,  or 
a  scraping  frf)m  the  suspected  p*>rtion,  will  determine  the  diag- 
nosis. 

Syphilftic  and  tuberculous  ulcers  of  the  vagina  arc  reengnixod  by 
the  clinical  history,  by  evidences  of  lesions  elsewhere  in  the  body. 
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and  by  microscopic  I'xunHtiation  «f  cxciseil  piei-es.    Friability  uiid 
bleeding  of  the  suspectetl  tissue  arc  suggestive  of  carrinomn. 

SAROOUA  OF  THE  VAGINA^ 

Sarcoma  of  the  vagina  is  found  in  all  ages,  from  llie  first  to  the 
eightj'-fleooiifi  ycHr.  Six  so-cHilod  rongenital  cases  arc  reported. 
Of  forty  cases  re|K>rted  by  Williams,  thirty-«ix  occurred  >jefore 
fifteen  years  of  age. 

TW  growth  is  usually  polypoid,  of  a  yellowish-gray  or  chocolate 
color.  Rarely  ta  then^  u  difTuse  infiltration  of  the  vaginal  walls. 
The  surrounding  structures  are  early  invaded.  Distant  inetaslaitis 
is  late,  and  often  iloes  not  occur.  There  is  a  tendency  to  early 
DCCTOsi-s  of  the  tumor  xoass,  together  with  infection  of  the  necrotic 
mass  by  pyogenic  micro-organisms  leading  to  (TslitLs,  pyonephritis, 
and  peritonitis. 

Late  in  life  sarcoma  is  usually  suiooth  rather  than  rough  and 
polypoii!  as  in  early  life. 

Histologically,  the  growth  i.s  demonstrated  to  be  a  fibrosarcoma, 
mvxasarcnma,  round-cell  or  .spindle-cell  .<uirenma,  or,  finally,  a 
mclanosarcoma . 

'Vhc  diagnosis  of  sarcoma  apart  from  carcinoma  cannot  be  made 
without  tlie  aid  of  the  microscope. 

STNCTTIOMA  TAOIHiE. 

Syncytioma  maligiuim  (or,  a.i  I>ettcr  named,  rhoriocpithclioma 
malignum)  ciccurs  with  relative  fr«]uency  as  a  secondary  growth  in 
the  vagina. 

Schmidt  lately  rvpor(e<l  two  cases  of  primary  growtlts  in  the 
vagina.     In  both  cnsv»  the  utenis  n-maitieii  |KTfe<'tly  normal. 

KUbte  removed  a  primary  syncytial  growth  from  the  vagina,  and 
in  twenty  tlays  it  hod  recurred. 

All  new-growth.*  of  the  vagina  developing  weelw  and  months 
after  labor  should  Ik;  inci-sed  and  fxamine^I  with  special  regard  for 
malignant  proliferation  of  the  sym-jlium. 

To  tlie  unaided  eye  the  tumor  is  u-sually  nnintl  and  elcvatoil.  It 
is  of  a  bluish  color.  Tlceraiion  Is  rare.  On  rros.'i-section  the  tumor 
is  execedingly  bloody,  and  may  resemble  a  blood  clot. 
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ENDOTHELIOHA  07  THE  TAOINA. 

Endothelioma  of  the  vagina  is  an  exceptional  growth.  The  first 
case  was  reported  by  Klein.  By  the  naked  eye  the  growth  cannot 
be  (listingiiisheil  fro  n  a  carcinoma.  Micnxscopicatly  the  tumor  is 
found  to  l>e  composed  of  cells  resembling  flat  epithelium  arranged 
in  a  thick  meshwork  of  connective  tissue.  The  cells  arise  from  the 
endothelium  of  the  blood  or  lyraph  spaces.  In  distribution  they 
resemble  veins  of  marble. 


CHAPTER    XXVr. 

ENDOMETRITIS. 

A.  CuNiCAL  Classification. 

I.  Acute  Endometritis. 
II.  Chronic  Endometritis. 

1.  Hemorrhage. 

2.  Catarrhal. 

3.  Dysmenorrhoeic. 

4.  Tuberculous. 

5.  Gonorrhcral. 

6.  Decidual. 

7.  Puerperal. 

8.  Postabortive. 

9.  Exfoliative. 
10.  Senile. 

B.  Anatomical  Classification. 

I.  Macroscopic  Forms. 
•1.  Hypertrophic. 

2.  Fungous. 

3.  Villous. 

4.  Polypoid. 

5.  Ulcerative. 

6.  Pseudodiphtheritic 
II.  Microscopic  Forms. 

1.  Glandular. 

a.  Hypertrophic. 
6-  Hyperplastic. 

2.  Interstitial. 

3.  Mixed. 

Matthkws  Duncan  once  said  in  a  lecture:    "  Who  can  tell 
what  anyone  means  by  endometritis?     Often  its  use  is  the  parent 
or  child  of  ignorance   and  confusion."     There   is  yet  to  l>e  pro- 
posed  an   exact  and   practical  classification  of  endometritis.     In 
(284) 
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the  light  of  our  present  knowledge  we  are  unable  to  harmonize 
our  chnical,  macroscopic,  and  microscopic  forms  of  endometritis. 
In  making  a  diagnosis  from  prominent  symptoms  and  evident 
etiological  factors  we  are  unable  to  foretell  the  naked-eye  and 
microscopic  findings.  One  and  all  of  the  pathological  forms  of 
endometritis  may  exist  without  clinical  signs.  On  the  other  hand, 
any  of  the  pathological  lesions  of  the  endometrium  may  give  the 
same  clinical  manifestations  as  endometritis.  Furthermore,  these 
symptoms  may  be  present  in  the  absence  of  an  evident  pathological 
change  in  the  endometrium. 

It  is  evi<lent  that  a  clinical  classification  cannot  be  universally 
applied.  While  appropriate  to  the  majority  of  cases,  there  will  be 
a  minority  which  can  only  l)e  recognized  by  <Iirect  examination 
of  the  endometrium  with  the  naked  eye  or  with  the  microscope. 
Indeed,  it  not  infreipiently  (iccurs  that  the  absolute  diagnosis  is 
reserved  ff)r  a  microscopic  examination  of  scrapings  removed  by  the 
curette.  In  view  of  what  has  l)eeii  said  there  will  be  given  both  a 
cHnical  and  an  anatomical  classification. 

A.  OLnriOAL  OLASSiriOATION  or  ENDOHETSITIS. 

Endometritis  may  Iw  acute  or  chronic.  The  distinction  between 
these  forms  is  iisuiilly  not  difKcuh  to  make. 

I.  Acute  Endometritis. 

In  acute  infections  of  the  endometrium  the  constitutional  dis- 
turbances may  be  mild  or  severe.  Fever  may  exist,  but  is  not  always 
proportionate  to  the  extent  and  intensity  of  the  inflammation.  The 
pulse  rate  corresponds  to  the  degree  of  general  intoxication,  and  is 
to  be  regarded  as  a  mon*  reliable  indication  of  .systemic  infection 
than  is  the  temperature.  The  menses  are  lessened  or  suppressed. 
The  uterine  dlscharfie  is  at  first  serous,  later  seropurulent.  There 
is  backache,  nausea,  a  sense  of  weight  in  the  pelvis,  rectal  and 
vesical  tenesmus,  and  pain  in  the  hypogastrium.  Bimanual  exam- 
ination reveals  a  uterus  tender  to  pressure,  not  j>erceptibly  increa,sed 
in  size,  and  (K-rfectly  iiiovable.  The  external  os  may  l>e  slightly 
patulous  and  .softer  than  is  normal.  Inspccticm  thn)Ugh  the  .specu- 
lum .shows  a  congestion  of  the  cervix  whicli  is  particularly  evident 
at  the  external  os.     From  the  cervical  canal  flows  a  seropurulent 
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or  nuicopuruletit  sttTftiiin;  rarely  is  it  clear,  serous  or  miicoas. 
A  si)tin<1  i lit Ttif lured  into  the  uterus  would  cause  some  pain  and 
hlccding,  ami  should  not  be  usett. 

II.  Chronic  Endometritis. 

Fur  praoiirul  Hinlcal  purpo-ses  we  will  adopt  a  claHsifiratirtii  of 
endoinptritis  l»ase<l  upou  the  prominent  clinitrul  sviuptonis — Iinnor- 
rho^,  leucnrrhira,  anil  |>ain,  aiul  wilt  .s|)eHk  nf  liernurrhagic,  catar- 
rhal, and  dy-smciiorrho-ic  endonii'lriti.s. 

Clinical  Forms  o£  Chronic  Endometritis.  1.  Btmoirba^e 
andometritia  is  characteriKfd  Ijv  uii  iimisual  Ioas  of  hlood  iliinng 
and  suinctLuie.s  Ix-tweeri  the  inen.stnial  periods.  Iiia-siiiuch  as  the 
iiiiniini  limits  of  ntenstniation  var}*  widely,  it  is  difBcult  to  fix  the 
exact  limitatlotLt  of  tlie  normal  and  the  aluiDrmal  flow  of  hUnxl. 

The  normal  limits  in  lime  iiniy  he  fixeil  at  from  two  tr>  etglit  days; 
a  How  conliiniiiijj;  lunger  than  eight  flays  may  l>e  regarded  as  patlii>- 
logical.  The  average  tiormnl  ipiantity  of  menstruid  blood  is  six  to 
eight  ounces.  Intermenstrual  hieedinp  is  always  palhnloffieal  and 
demands  careful  inquiry  into  the  can.se.  It  is  uniLsual  for  entli>- 
inttritis  to  cause  intermcnstnial  hlceiling.  Physical  exertion  may 
excite  hemorrhage,  but  the  loss  of  blood  is  never  consitlerable.  In 
hcmorrhti^r  endtimetritis,  lenrorrhira  iiinl  |Miin  may  l>r  pre.spiit, 
hut  these  arc  symptoms  of  less  prominence  than  Is  the  hemorrhage. 

2.  Oatarrlial  endometritis  is  character! 74>d  by  an  excessive  serous 
or  -seropuruleiit  disc'harge  from  tlie  uterus.  The  amount  of  secre- 
tion is  not  pruptirtionate  to  Ihe  extent  and  degree  of  inflammatory 
cluinge  fouiiil  in  tlie  endometrium.  If  mucus  is  found  In  the  secre* 
tion.s,  the  ctTvix  i.s  involved,  there  being  no  mucous  secretion  from 
the  body  of  the  uterus. 

To  diflerentiate  a  uterine  dlschai^  from  the  secretions  of  the 
vulva  and  vagina  the  Schultze  method  should  be  adopted.  (See 
page  54.) 

Not  infn-*(|uently  women  complain  of  a  Eeucorrli<i'al  di.s<.'harge 
during  pregnancy  and  immoliately  preceding  and  following  the 
meiustrual  flow.  Such  are  within  nnnnal  limits,  and  are  to  Ik 
regartled  as  hj-per»prretion.H  of  the  cmigcsted  utcnis,  vagina,  and 
vulva. 

The  most  excessive  di.scharge  is  foinnl  in  goiu)rrhu'a!  cndomelritia. 
Nothing  can  be  ascertained  re.<s|>ectiug  the  essential  cause  of  ihe 
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infertinn  f  mm  the  macmsropjc  np|H'ar»nce  of  the  fliwrharge.    Cover- 
sUp  prep«r.»tii>ns  may  rnnlaiii  the  f^nococciis. 

3.  Oyimeaonboelc  endometzitli  is  cliamrterixed  hy  painful  meii- 
stniatiori.    Pain  is  httlo  (o  l>c  rcHe<l  upon  in  the  <lia)^OM.H  of  cndo- 

.meCrUis.  Tlif  (liii^nnsi.s  i.s  urrivt-cl  at  hy  fxHii<liii^  all  oilier  [MiMilile 
'causes  of  pain.  Tlic  pain  of  endonietriti-s  is  (le.scril>e(]  lu  heing  of 
a  craiujHtig,  Imiring-iluwn  cliaructvr,  am)  associulml  with  a  feehng 
of  weight  in  the  pelvis.  However,  there  is  nothing  fharactrristic 
in  the  pain.  It  is  more  often  caiwecl  bv  such  ci»mplieating  lesions 
as  sajpingiti.s,  ovaritis,  and  perimetritis. 

While  the  alwvonameH  .symptom.^ — hemorrhage,  leucorrhcea, 
anil  [rain — are  cummonly  pre.sent  in  endonietriti.s,  ami  while  one  of 
the  three  .symptoms  usually  dominates  and  justifies  the  terms  as 
given  alMJve,  it  \fi  nut  uncomniun  for  emloraetritis  to  give  rise  to  no 
»iymptom.H.  Furthermore,  earetnoma,  Harenma.  suhmuemi.s  imlypa^ 
B.nd  retaine«l  placental  ti*sue  may  closely  simulate  endometritis  in 
their  elinit^al  munifcstatinn.s.  In  addition  to  the  above  eliniral 
fomw  of  endometritis  may  W  mentione*!  several  varieties  which  are 
not  only  hemorrhagic,  catarrhal,  or  dysmenorrhn-ic,  but  are  <ie.serv- 
ing  of  special  designation  becau.te  of  some  point  of  interest  relating 
U>  their  etiology,  time,  and  manner  of  occurrence.  The  following 
forms  are  ordinarily  recognize«l  : 

4.  TutwrcoloQS  •ndometritu  often  followH  a  primary  inf«i'i!nn  of 
the  iuIm'-s.  Where  iuUtcuIou-s  .'^Ipingitls  \n  recogni7.ed,  and  there 
develops  a  catarrhal  discharge  from  the  uterus,  the  extension  of  the 
tulterculous  process  to  the  endometriutn  i.s  saspected.  Frequently 
there  is  amenorrha-a.  Cover-»lip  preparati(»n.t  .tltould  he  taken 
from  the  secretions  am)  an  explonitor}'  curettage  may  be  made, 
with  the  view  of  finding  giant  cells,  tubercles,  and  the  tubercle 
b«filhi.s  in  the  M-mpings. 

5.  Oonorrhoeal  endomatritis  can  l>e  recognized  with  aKsolute  cer- 
tainty only  by  finding  the  gonoeoccus  in  the  catarrhal  secretion.  It 
is  not  always  pi>ssible  to  demonstrate  the  presence  of  the  gonocoixnis 
ill  the  .secn-1  ions;  this  t.s  |>artii'ularly  true  of  the  loiig-.statuling  ca.<ie.<(. 
When  u  leucorrhu-al  di-M-harge  appears  shortly  after  marriage,  anil 
when  in  addition  to  leucorrhcea  there  is  burning  on  urinating  ami 
infection  of  the  urethni  jiikI  glands  of  RHrthoUn,  little  doubt  <'an 
be  i'ntertainc<l  as  to  the  natnn-  of  the  infcr-tion.  Nn  other  form 
of  endometritis  causes  such  profuse  discliarge. 
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0.  Decidiu]  endo metritis  is  a  temi  appluMi  tu  the  infliimtnution 
of  l!ie  endomt'lriiHU  of  pregnancy.  The  lesion  can  only  be  sus- 
pected during  pregnancy.  A  pusilive  diagnosis  \s  made  by  a  micru- 
}Xt)j)ic  examination  of  the  ilenihia  after  the  expiiUion  of  the  ffrtu». 
(iiinorrhir-ji  is  tlie  ustial  raii.sc.  'Plie  sympttuns  are  hemorrhage, 
which  vitrie^s  in  uniount  unci  may  continue  throughout  pregnancy; 
Icucorrhoea  of  a  purulent  character,  le.-ts  often  .wrous,  sometimes 
known  as  hydnirrhtca  gravidannn;  and  pain  of  a  cramping  or 
btniring-dowii  ehanicter.    The  leucorrlia-al  a*'t;reti(in  cc-aseji  in  the 
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latter  half  of  pregtuini-y  when  the  decidua  reflexa  and  vera  unite. 
Decidual  endometritis  may  arise  previous  to  pregnancy  and  is  one 
of  the  iHitcui  causes  of  alHirtioii.     (See  Plate  XXXVIII.) 

7.  Puerperal  endometritis  occurs  in  tlie  pucrperium  as  the  result 
of  instruniculal  or  digital  infection.  It  \s  not  infrequently  of  gouor^ 
rh<ral  origin. 

8.  Postsbortive  endometritis  fulluMit  abortions  usually  as  the  result 
of  in.strumeu(ul  or  digital  infection. 
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0.  XxfoUfttive  endomfttrilij  (membranous  d^'smenorrboea)  is  r^ 
ct^ismmI  flinicully  liv  ihe  periodic  expulsion  of  a  membrane  from 
ihe  uterus,  eirlicr  »■*  a  rwst  of  the  uteni-s  or  in  the  form  of  shreds. 
K;c[>utsiun  uf  the  niembmne  is  (icct)mpanied  by  severe  pain.  For 
tlifTerentiation  of  this  variety  from  other  discharged  membranes 
see  page  ]46. 

Pio.  iu 


PWriH  from  ti»ti«fil  iljrinii  on  Itinili  day  (ron  «  pitT«  Bir«|M<wo«<cie  IntnUoik.    (Jttw«tl.} 


10.  &eml«  endometritis,  u^  the  name  implies,  (xx-iir»  in  ad- 
vanced years,  and  in  its  dinical  manire^tatiaits  (betnorrhage,  leit- 
corrhcea,  and  pain)  may  very  closely  simulate  carcinoma.  There 
is  no  .satisfarton'  explanation  of  the  etiology  of  senile  endome- 
tritis. 

While  the  above  forms  are  commonly  recognized  without  diflS- 
culty,  there  is  a  minority  of  cases  in  which  endometritis  is  only 
duliof^uuhed  by  anatomical  (gross  and  micrwcopic)  oboenation^ 

lit 
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In  tli«  ewix  ftra  ttmnl  <)liti»iido<l  iclanilo.  ronniu  •  «yUic  protnudon. 

In  Ii^>'p(*rtriii)liic*  KlHtulnlar  eiiilumetritU  the  glands  of  the  endo- 
metrium are  greatly  inrrea-^ed  in  sine  and  proportion atelv  irregular 
in  outline.  They  are  hneU  by  a  single  Utyvr  of  epithelium  and 
are  separated  by  a  connect! ve-ti.'wue  space  less  than  the  diameter 
of  the  gland. 

I.  Macroscopic  Forms  of  Endometritis. 

Macroscopic  forms  of  endometritis  are  diagnosed  after  the 
uterus  is  removed  and  f>pene<i.  Such  findings  may  be  wholly 
unsuspected  jn  the  absence  of  all  clinical  symptoms  of  eridome- 
tritu.    The  foUowiug  forms  are  rccognize<l  by  the  uaaiUed  eye: 
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1.  RTpertropliic  ondometritlB,  in  which  the  endometrium  is  thick- 
eiiwl  ainl  .soft. 

'1.  TungoQA  andoiDfltritia,  in  which  the  endametrium  is  thrown 
into  folds  and  fungostties. 

3.  TiUoiu  endometritiB,  in  which  the  surface  of  the  endometrium 
is  covered  with  .shflgjjy  villosities, 

4.  Polypoid  «ndom«tnUs,  in  which  one  or  more  mucous  polyps 
project  from  the  endometrium. 

PHI.   US 
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low  oulutniwr  e[>11bvliuiii.  lti«  ttlkii'J'  uti*  tulikiUt.  wi>^>.  liiitnl  with  oiiluniiiar  rH'>>rl't>"i 
nimitkr  \ii  tlial  of  iIm^  Mirfkcr,  uiil  luirriirl  in  Ihr  tnuiculaluro.  Tlirv  rim  bIihix)  sI  lUlil 
bukIm  vilh  ih*  MirfM-ii  iif  lh«  pnilntnvtilum.  Tb*  iMiiinaoiiva  lliuni*  U  ««nbryniwl  in  lyjw, 
Uid  eonlaktia  b«t  itn  nnkJI  btocKlioawI*.  lUfliouU  lu  (iDUiutKltnl*. 

5.  ITlcerative  endo metritis,  in  which  true  ulcers  are  formed  in 
tlic  endometrium.  These  ulcers  show  either  a  virulent  form  of 
infefliuii  »tr  iiuitiwiiant  dojjeneralion. 

6.  Psendodiphthflritlc  endometritlB,  follon-ing  labor  and  alKirtion. 
On  till'  .surface  of  the  endometrium  is  a  necrotic  layer  formed 
of  fibrin,  degenerated  epithelium,  leukocytes,  blood,  and  micro- 
organisms. 
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II.  Microscopic  Forms  of  Endometritis. 

The  importance  of  the  microscope  in  theHlagnasi-i  of  ondomctntU 
hiLs  been  alluiiwi  tu.  Tlie  microscope  afforcls  the  only  means  of 
making  a  positive  diagnosis  of  these  cases.  Without  the  aid  of 
the  micruMX>pe  and  relying  upon  clinieal  signs  and  symptoiud, 
not  only  may  the  (Uagnosi.4  and  prognosLs  lie  fanlty,  but  the  utenis 
may  he  sacrificed  in  the  treatment  of  what  appeared  to  l>e  a  mahg- 
nant  growth.  Furthermore,  life  may  be  sacrificed  from  failure  to 
remove  a  malignant  growth  in  which  the  characteristic  symptoms 
were  at»sent  or  suggestive  of  endometritis.  In  order  that  no  serious 
oversight  be  made,  it  is  ini(»nrtarit  that  a  systematic  tnicrosfopic 
examinalioti  be  made  of  all  uterine  scrapings.  Two  general  furms 
of  endometritis  are  recognized  by  the  microscope — the  glandular 
and  the  interstitial-     The  two  funns  are  very  commonly  as.toeJate<l. 

I.  Olandolar  eDdometritu  ts  characterize*!  by  aii  increu.se  in  size 
or  number,  or  both,  of  the  glandular  elements.  The  surface  of  the 
endometrium  Ls  thrown  into  irregular  elevatiuns,  fonuiiig  folds, 
fungosities,  villi,  or  pulyps. 

Uy  the  increase  in  size  and  number  of  the  secreting  epithelial 
cells  the  glands  become  enlarged  and  irregular  in  their  course.  The 
interglandular  spaces  are  decreased  proportionately  to  the  increase 
in  the  glandular  elements.  The  gliinds  which  in  normal  condition.s 
rarely  penetrate  into  the  muscidalure  will,  when  liypertropliied, 
penetrate  this  region  to  a  limited  degree.  Tlie  distortion  of  the 
glands  may  l»e  extreme.  In  longitudinal  sections  the  glands  may 
appear  to  twi.st  like  a  ctirkscrew.  The  inversion  and  eversion  of  the 
glandular  epithelium  may  give  to  the  gland  a  .s*Trate<l  apjx'arance. 

The  glands  are  not  only  increased  in  size  {htfpertrophic  ylandular 
endonuiriiia) ,  but  may  l>e  incrcaseil  in  number  (hyperplastic  gland' 
vlar  mdoHifiritiii).  The  incrca.se  in  the  uumlier  of  the  glands  b  a 
result  of  the  budiling  fnim  pref<(^nl(^l  gliiniLs,  or  of  invaginations  i^ 
(he  surface  epithelium.  If  we  fail  to  satisfartorily  clawify  the 
r.stablished  form.s  of  endometritis,  how  much  more  difficult  it  is  to 
draw  the  line  slmr^)Iy  U'twcen  inJluminalory  growths  of  the  endo- 
metrium and  tnie  tumor  fonnations. 

Are  we  to  recognize  a  benign  ailenoma  of  the  utenis?  Are  the 
mucou.t  polj*ps  to  be  classifier!  as  new-growths  or  as  pol\-poid  forms 
of  endometritis?    Iti  short,  i^  it  possible  to  define  the  so-called 
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hyperplastic  glandular  ciiiiomtlrilis  from  l>enign  adenoma  of  the 
endometrium? 

Itefcrring  lo  gt^iuTuI  pathologv,  we  are  unable  to  dwtinguish 
IivpcqjIiLstic  glandular  growths  of  iiiflainmalnr}'  origin  fmin  Ix^nign 
adenomata.  In  reviewing  the  opinions  of  a  number  of  authors  it 
lifHvjines  evident  that  tip  si-parule  the  two  woulil  be  iinp*)s.sihlr,  and 
to  admit  of  a  connecting  link  Ixriweeu  the  two  legions  is  admi^ble. 
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Riiirlfleiscli,  Chiari,  \VcicltseII»Luni,  and  Orth  favor  Uic  view 
nf  Jiiinpl*'  tnflnmmalorT.'  byppr^jlasia  to  thp  exclli.sion  of  l)rnign 
adenoma  of  mucous  surfaces.  Thoiua,  Eppinger,  and  I'onficfc 
recognize  lulenorna,  while  others,  as  ^'a^  Heukelom  and  Hirch- 
Hirschfeld,  believe  in  the  existence  of  a  connecting  link  between 
these  Icaiuns.  .\1I  believe  in  the  iiiflammatorv  origin  of  niiicuus 
p<>l_vps.  Poh-ps  of  inflammatory  origin  are  found  in  the  stomach 
by  Klehs.  IJireh-Ilirschfcld,  Pctrow,  and  Landel  describe  diffuse 
and  circura-scrihoil  growths  of  the  gastrointestinal  tract  due  to 
catarrhal  inflammation.    By  a  careful  aaalysis  of  their  reports  it  is 
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evident  that  inBammatory  hj-perplasia  of  mucous  surfaces  merges 
insensibly  into  tumor  groft'ths  both  benign  anrl  malignant.  In  a 
large  percenliLge  of  their  cases  careinutna  wa^  ussuciated  in  the  same 
organ.  In  the  urinary  tract  Stoerck,  Cahen,  Rehn,  and  Kaufmann 
recognize  papillouatu.  uf  inflammatory  origin. 

I-e  Count  says:  "It  is  es|M'cially  (wnecming  tumors  of  tlie 
Fallopian  lube  that  confusion  baa  arisen;  there  has  been  <]uile  a 
general  failure  to  recognize  thai  a  diffuse  hyperplastic  inflammation 
is  po.s.stble— a  process  thai  i.s  strictly  analogous  to  the  polv-poid 
hj-jjerplasia  of  other  mucous  surfaces — and  that  in  certain  tjiHcal 
examples  it  Is  as  distinct  from  tumor  growth  as  gastritis  prolifcrans 
i^t  from  earciiiuma  of  tlic  stomach."  He  lietieves  it  to  l)e  fully 
demonstrated  that  there  exiaLs  an  imperceptible  transitinn  nf  hyper- 
plastic processes  of  the  tubal  mucosa  into  those  of  true  tumor 
growlh.s,  and  that  these  may  terminate  in  the  production  of  benign 
tumors. 

If,  then,  there  is  no  unanimity  of  opinion  among  general  path- 
ologhrts,  it  is  not  surprising  that  the  same  discrepancy  exists  among 
gynecologists  in  reference  to  similar  lesions  in  the  endometrium. 

We  find  Po'/zi,  Olshau.sen,  I>tiderlein,  Gehhard,  and  Rugc  failing 
to  recognixc  Uiuign  adenoma  of  the  uterus,  and  classifying  them 
all  as  infiammatorj'  h\'pcrplasia,  reserving  the  term  adenoma  for 
malignant  glandular  gronih-s. 

Hennan  gives  as  his  reasons  for  discrcKlittng  the  inflammatory 
origin  of  these  growths:  lirst,  that  pus  would  be  secreted  if  it  were 
inflammator}-;  .second,  recover)*  would  ensue  if  it  were  genuine 
endometritis;  thin!,  severe  licmorHiage  wouhl  not  occur  if  it  were 
endometritis.  He,  therefore,  speaks  of  polypoid  and  hypeq>lastic 
or  difTuse  adenoma.  The  fallacies  of  his  reasonings  are  too  evident 
to  demand  consideration. 

I^andau  tells  us  that  the  increa.se  in  the  number  of  glands  can 
oidy  occur  in  adenomata,  and  never  in  endometritis;  while  GebhanI, 
Huge,  and  Doderlein  speak  of  this  increase  in  the  number  of  the 
glands  as  characteristic  of  hyperplastic  glandular  endometritis. 

The  couelusitm  is  that  the  two  lesions  cannot  be  clearly  differ^ 
cntiatetl;  that  a  connecting  link  exists  between  them.  Practically 
speaking,  all  are  agreed  that  there  exists  a  tendency  on  the  part 
of  inflammaton."  glandular  growths  to  develop  Into  lienign  and 
malignaut  uew-gruwtlu,  aod  when  occurring  in  old  age,  or  when 
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The  buH.<t  from  parent  glands  xroty  agaiD  and  a^un  ^ve  oft  nev 
glanils.  We  speak  of  an  inverted  gland  when  processes  of  the  glainl 
protrude  into  the  lumen;  of  an  everted  gland  when  ihr  prix-usses 
protnidu  fruiii  the  lumen.  In  the  inverted  gland  cro^-sections  wilt 
give  the  appearance  of  a  gland  within  a  gland.  (See  the  schematic 
drawing,  page  29j.)  More  or  les-s  connective  tissue  invariuhly 
separates  the  glands — a  fact  to  l>e  remembered  iii  difffrt-ntiatiug 
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iii«liiro  c4innrctti*c  liMue. 


this  condition  from  nialignunt  adenoma.  Tn  ran*  instances  twT 
or  more  layers  of  e})itlicliuui  arc  found  on  the  surface  of  the  mucosa 
or  in  the  glands.  Many  layers  of  .siitiamou.s  epithelium  have  been 
observed.  Such  proliferating  epithelium  i.4  always  sujM'rficial,  never 
passing  beyonrl  llic  ba.scment  epithelium,  as  in  malignant  glauduUr 
growths. 
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2.  Interstitul  eadometritis  is  churacterized  bv  a  h\']>erplasia  of 
the  im*Tglaii<liilnr  conm.'ctive  tissm^  at  the  exjiense  of  the  glamiular 
elements.    Two  stages  are  recogni/^J — the  acute  and  the  chronic. 

a.  Acute  intkilstitial  enuomethitis  presents  a.  small  round- 
cell  infillmtion  in  the  stroma,  which  may  be  diffuse  or  cireurn- 
Sfribe*!.  The  l.»iooilves.seLs  are  congested  and  a  .serou-s  or  sero- 
sjinguineoiis  exudate  permeates  llie  connective-tissue  spaces.  The 
glands  are  crowded  apart  by  the  widening  of  the  interglandular 
sjMkces.  They  are  irregularly  compre-ssed,  causing  them  to  be 
greatly  «lUti»rt«^l.  Ht^aliiig  may  be  perfect  from  absorption  of  the 
exudate,  or  the  acute  stage  may  gradually  merge  into  (he  chronic. 

Acute  senile  endometritis  is  described  by  Dunning,  who  presents 
tlie  following  sutuwary  of  the  anatomical  fmdiugs:  The  endo- 
metrium is  thickened,  the  free  .surface  is  devoi<l  of  an  epithelial 
covering;  there  is  an  increase  in  the  vascularity  with  a  peculiar 
arrangement  of  the  small  bloodvessels;  there  is  a  smuli  roundH?ell 
inKllratinn;  the  glandular  elements  are  diminished;  the  coats  of 
the  arteries  of  the  muiicularis  are  degeiieratetl.  The  presence  of 
diseased  appendages  in  both  cases  reported  by  Dunning  and  of  a 
mild  forui  of  pelvic  peritonitis  in  one  case  seems  to  indicate  that 
the  inflammation  tends  to  extcnd_  beyonrl  the  limits  of  the  uterus. 

b.  CuKONic  Intekstitial  ExuoMKTHiTis.  NewIy  formed  con- 
nective tissue  separates  the  glands.  The  glands  are  irregidarly 
compressed  and  may  suffer  pressure  atrophy.  In  place  of  the 
embryonal  connective  tissue  normally  Found  in  the  endometrium, 
there  is  matureil  fibrous  tissue  which  first  thickens  the  endometriuiD 
and  later  i^tilraets,  resulting  in  the  difTu.se  or  ItK-alize^l  atrophy  of 
the  mucosa.  The  surface  of  the  endometrinm  lH*fome-s  irregular. 
Retention  cysts  may  appear  in  the  endometrium  from  an  obstruc- 
tion at  the  outlet  of  the  glands,  causing  the  glands  to  distend  with 
the  secretions.  In  direct  proportion  lo  tlie  distention  of  the  glaniis, 
(he  epithelial  cells  lining  them  art*  (Timpres.stvJ  an<l  may  lie  quite 
flattened.  The  interglandular  spaces  may  he  greatly  narrowed. 
When  retention  cysts  are  numerous  (he  term  cifstic  glandulttr  ettdo- 
nietrilis  or  cyslic  interMitiai  nidoiruiritia  is  appliwl. 

>Vhen  the  connective-tissue  spaces  are  filled  and  distended  by  a 
serous  or  serosa nguineous  exudate,  the  term  ejcitdative  inieraiitied 
endomeiriiis  13  applied.  Thus,  there  may  be  a  combination  of  these 
funns,  ami  one   may  speak  of  a  hyjierlrophic  and   hyperplastic 
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cystic,  exudative,  glandular,  and  interstitial  endometritis — a  rather 
fomiidaljle  name,  but  nevertheless  suggestive. 

Comhinaiiniis  of  the  glandular  and  interstitial  form.s  of  endo- 
metritis arc  the  rule.  U  is  unusual  for  either  form  to  cxut  alone. 
Rarely  are  the  glandular  and  interglandular  tissues  uniformly 
involved  fdiffuse  endometritis). 

The  diagnosis  of  uterine  scrapings  in  endometritis  is  pre- 
eminently satisfactor)-  and  reliable.  The  loose  texture  of  the  en<lo- 
metrium  permits  easy  removal  of  the  mucosa  by  ihe  sharp  curette. 
It  is  true  that  the  structures  composing  the  mucosa  are  more  or  less 
distorte<t  in  the  scrapings,  and  that  the  deep  layers  of  the  endo- 
metrium are  seldom  found  in  the  removwl  particles.  Wien  we 
consider  that  the  upper  strata  may  show  glandular  changes  and  the 
lower,  interstitial  changes  or  the  upper  strata  show  an  inflauimatory 
reaction  and  the  lower  malignant  degeneration,  it  is  evident  that 
the  niicra'tcopic  examination  of  scrapings  is  not  always  reliable. 

Little  can  be  definitely  leameil  from  the  naked-eye  appearance 
of  the  scrapings.  Large,  friable  masses,  homogeneous  in  appejir- 
ance,  of  a  pale-gray  color,  suggest  malignancy.  In  cystic  formations 
the' open  spacej*  may  l>e  detected  by  the  naked  eye  In  general,  it 
may  he  said  that  little  that  is  positive  can  be  leameil  from  a  macro- 
scopic examination  of  particles  removal  from  the  uterus  by  the 
curette.  Huge  says:  "Die  ilmye  Jm  Ausifekraizfti,  vei  tie  fjering, 
aei  sie  rrickiirh,  tjiebt  nrimah,  /«r  itii-h.  srhon  riner  nckerm  A  nkali  fur 
die  EnHchcidung,  (Awerkiitk  uuUign  oder  oh  nur  benign"^ 

ENDOOERVIOITIS     ENDOMETRITIS  CEETIOALIS). 

Endocervlcitis  is  an  inHainnrntorj'  lesion  confineii  to  the  cervical 
canal.  Part  or  all  of  the  cervical  endometrium  may  be  involved, 
the  extent  of  the  lesion  varj'ing  from  a  mere  inflammatory  zone 
about  the  external  os  to  a  diffuse  inflammation  of  the  entire  surface, 
extending  above  the  inlemal  os  and  below  the  external. 

The  diagnosis  should  not  lie  difficult,  Iwcause  of  the  acce*sil»ility 
of  the  lesion  tn  ilircct  inspection  and  exploration.  The  color  of 
the  inflamed  mucosa  varies  from  a  bright  red  to  a  dull  cyanotic 
hue.    The  surface  may  be  smooth,  but  is  more  often  granular  or 

>  Wlirtar'aGyiiilktiloKiiebn  DiKKiKMrtk. 
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pupillary.  Tlie  arlior  v'xix  art*  nmnileil  and  partially  obliterated. 
Ry  toiicliiiig  ihi"  surfare  with  the  finger  or  soun<l  slight  bleeding 
may  lie  excitcti,  and  it  is  even  possible  for  spontaneous  bleeding 
to  occur.  Tenacious,  glairy  mucu.s  covers  the  .surface  and  may 
cfTectually  plug  the  rervieal  ranal.  The  mncus  arcnmulating 
within  the  uervical  eaniit  may  t-aiise  pressure  atrophy  of  the 
mucosa,  and  thus  dilate  the  canal.    The  secretion  may  be  dear, 
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Huenua  poJyp  of  Ibe  cervix,  shuwtnx    iinnVunnnlii^n  »[    Ihr  erilumnBr  epitlMliitro  into 
atratlficd  •qvwnoua  tiiitlMlium.     Tbl*  «MuliiJiui  ai»y  b«  mlatokan  fi^  maUgnMrt  dagM 
■tiga. 

tran.tparent  tnucus  or  may  be  milky  from  Uie  atlditiun  of  leukocytes 
and  epithrliuiu. 

Muwnis  |H)lyi»s  of  inflammatory  origin  protrude  from  the  mncofn 
into  the  cer\'ica]  canal  and  out  through  the  external  os  into  the 
vagina  (Fig.  12S). 

Micrascopic  examination  of  scrapings  from  the  cer\ix  is  unsatis- 
factory, for  the  reason  tliat  the  surface  epithelium  and  glands  are 
Grmly  embedded  in  cotuieccivu  li^isuc  uitd  arc  not  readily  scraped 
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ftwnr,  M  is  the  endometrium  of  the  uterine  hofly.  As  in  enflome- 
tritis,  we  Uml  in  the  cemx  two  micruscopic  forms — the  glandular 
and  interstitial. 


BEOftlOMS  OP  THE  CERVIX. 

1.  Simple. 

2.  Papillary. 

3.  Follicular. 
An  erasion  of  the  vaginal  portion  of  tlie  cenix  is  a  mucous  patch 

consistinj;  of  n  layer  of  columnar  epithelium  and  newly  formed 
lands  l^ing  beyond  the  external  on  and  replacing  squamous  .stratl- 
'fifid  ppithclinm.  Formerly  erosions  of  the  cer\'ix  were  helieve*!  to 
be  true  ulcers,  and  were  vulgarly  calletl  "ulcers  of  the  woml>." 
We  are  intlcbted  to  Ruge  and  Wit  for  the  demonstration  of  their 
true  charocter.  The  red  or  bluish  color  of  the  mucous  patch  is 
in  marked  contrast  lu  the  surrounding  pale  and  smooth  vagitial 
epitlu'liuin.  nil-  uiargiris  are  irregidar  but  sharply  riifum-scrilKii. 
The  extent  of  the  lesion  is  variable.  In  nullipamr  there  is  usually 
a  mere  Kone  almut  the  extenial  os.  while  In  multipane  the  erusion 
mav  extend  far  up  up<jn  the  vaginal  portion  of  the  cervix  and  even 
to  the  vault  of  the  vagina.  Isolated  patches  may  be  seen  on  the 
vaginal  portion  of  the  cervix,  vMh  normal  vaginal  epithelium  tnter^ 
vniiiig. 

Claasification.  Erosions  may  be  classified  as  simple,  papiUary, 
and  follicular. 

!.  A  simple  erosion  has  n  smooth  surface  covemi  with  a  single 
layer  of  columnar  epithelium.  Newly  formed  glands  may  dip  into 
the  uiulerlying  connective  tissue. 

2.  A  papillary  erosion,  a.<i  the  name  implies,  presents  a  papillary 
surface.  In  addition  to  the  surface  layer  of  columnar  epithelium 
there  are  <iccp  invagirialion.s  in  the  form  of  glaml.s  alternating  with 
elevations  composed  of  new-forme<l  connective-tissue  and  round 
ceils,  'llic  ncw-fonned  cells  vary  greatly  in  number  and  size 
and  se*.Tete  abundant  inucu.'*.  The  |>apillary  elevations  are  in  direct 
proportion  tu  the  coninrctive-tLssuc  hyiK-rplasiu  ami  muml-cell 
infiltration. 

3.  A  JoUicolar  erosloa  Is  characterized  by  the  presence  of  reten- 
tion cy.sts,  the  so-ralk'tl  "  Nabothian  follicles."  These  retention 
cysts  arise  from  the  occlusiou  of  the  muuthtt  of  tlie  nev-fonued 
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EUDOMETRITTS 

The  Healing;  of  Erosions.  nV  gpeak  of  incomplete  and  of  complfte 
healing  of  t^rosian,^.  Hy  tbi.s  is  meant  the  replacing  of  die  mucous 
patch  with  squamous  epilhelium. 

In  compleie  healing  of  an  erosion  the  surface  epithelium  and  the 
g)nn(U  of  the  enjaiun  are  completely  replaced  by  squamous  epithe- 
lium, thereby  restoring  the  vaginal  portion  uf  the  epithelium  to  its 
normal  integrity. 

In  ineompiete  healing  of  an  erosion  the  columnar  epithelium  on 
the  surface  of  tlie  erosion  is  replaced  by  many  layers  of  squamous 
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IiMyvniptvUIy  hwdacl  i^nini'iii  .n'  ti:r  criiii.  Miji-<iii-i  BC><:iTUiiE  clmiili  u-e  lutknl  in  br 
many  lay*ri>  uf  xiusnvdiia  rpiilii-tiiitn  V«tmrt\y  ili*i  nurficr  <*■>  r-nvrrnl  tiy  a  taynr  at 
oaltunn»r  epHltelluiD  froni  wblcb  (he  sUuds  dtpgied  tntu  ibc  coutiecilve  tbvue.  11m  wrfaea 
epilhirUuin  IwH^i^nB  trftniformed  ioto  atraUBed  niuuiionH  apithfrUuni  aoil  llie  Bland*  wen 
biiiiol  b<>ii«Mtlh. 


epithelium  similar  to  tliat  of  the  surrounding;  vag;ina1  mucosa. 
'J'hc  gland.s  heneath  are  not  oblilcraleil,  but  are  either  locked  in 
U'ncath  the  squamous  epithelium  or  open  directly  upon  the  surface 
now  covered  nith  stjuamous  epithelium. 

Healing  of  an  erosion  is  elTecled  by  metaplasia  uf  the  cylin- 
drical epitlielium  Into  many  layers  of  squamous  epithelium.  (See 
Fig.  i:j2.) 

Differential  Diagnosis  of  Endocervicitis.  \  clinical  diai;;nosi.s 
of  endocenicitis  is  cummuuiy  xnade  from  the  mucous  or  mucopuru- 
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lent  secretion  wiming  from  the  cervix.  It  is  well  to  (Jiscriniinate 
Iwtween  a  hypcrsfcretion  of  the  cerrix  due  to  passive  t-ongeation 
and  a  secretion  which  is  the  expression  of  an  infection.  This, 
however,  is  not  always  possihle,  A  mucous  secretion  seen  to  leave 
(he  cervical  caiinl  imist  ripcessarily  come  from  the  cen'bc,  there 
licing  no  mucn.s  In  the  secretion  of  the  uterine  hotly  or  Falh>pian 
tiil»es.  ^\1ien  pus  is  mixed  with  the  mucus,  tlierc  can  l>e  no  doubt 
ns  to  the  infectious  origin  of  the  secretion. 
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•qUMnniu  epilhclium  u  »  limitcU  lunuubi  of  cuhimiuir  ciitthdium  nbicb  it  invo^oalvd  in  IhM 
lonn  oF imfulsf  piMid*.     NumenitutlBiiila  ■.»?  lurknl  m  bcncsth  Iba  iiquauiuKjaepiibelium. 

In  lUa  riun  thv  mrfBce  vn*  nrigiiutlly  saujittb  aii>l  ciH*vr«ikl  aitli  Mrutitlfd  ■quanwu*  •l>i^ 
llMliiun;    tha  ■quainoui  epillieliuin  becune  daitn>y»il  und  replaced  by  «  aincle  layer 
eotuiubar  opiUtnlium.  (ront  which  (UndB  ware  fjnwail.      tiub*niuctktt>.  IhrouKh  a  hoKjii^' 
procw*.  pMi  vf  Ilia  (urfKeo  ei>iUic!]uni  w«i  [mufannvd  Into  ■trntiflni  xguKiiioui  e|itt helium 
ftlid  the  ilMida  «r«f«  «oTer«<l  ove*.  M  Hcn  kbovc 

Krnsions  of  the  cervix  may  closely  simulate  carcinoma.  The 
macroscopic  appeaiunce  may  \}v  identical.  Ilie  differential  diag- 
nosis is  given  in  Chapter  XXVIII.  (See  Plates  XLL,  XI. II..  and 
XUIt.i 

Eiin>}non  of  tlie  lips  of  the  cervix  may  closely  reaemlile  erosirins. 
If  the  lips  of  the  cer^'ix  are  grasped  hy  tenai-iitu  and  appmximated. 
the  reddened  surface  will  roll  into  the  ccr\-ici»]  cunnl  and  disjippear. 
If  an  erosion  is  pnucnt,  there  will  be  no  disappearance  of  the  red- 
dened sone. 


EtmoVKTBtTtS 


ULCERS  OF  THE  OERVIZ. 


True  iilrtTs  of  ilic  cervix  are  of  rart*  wfurrcnce.  Formerly 
erosions  were  rcgardai  as  such. 

Decubitus  ulcers  of  tite  crrvix  are  foutul  in  pmlap.su.*i  of  the 
uterus  and  as  the  rt-siilt  of  ill-fitting  pcssatieTi.  Such  ulcers  mav 
attain  the  size  of  a  silver  dollar.  The}'  are  usually  superficial  with 
irrei^nr  outlines;  the  margiiuf  ore  not  elevated ;  the  Uase  i.t  granular, 
fimi,  and  coverwl  hy  a  gnivish-yellow  secretion.  The  tendency  to 
hh^d  is  not  i^reat,  as  compared  with  malignant  ulcers.  Further- 
more, in  contrast  with  carcinoma,  tliere  ia  a  marketl  tendency  to 
cicatrization.  Under  the  miem»cnpc  the  epithelium  is  seen  tu  Iw 
lost.  The  hflse  is  thickly  In-sct  with  di.steudcil  capillarif^  emheddod 
in  the  me»he.s  of  connective  tissue  and  .<imall  round  celU.  'lliis 
round-cell  infiltration  extends  a  variable  distance  into  the  under- 
lying connective  tissue.  A  slructurele^s.  necrotic  maleriul  may 
rnllert  ii[nin  the  ha.se  of  ihc  ulcer. 

Tuberculous  ulcers  will  he  «lescribe«l  below. 

Oancerotis  Ulcers.     iSee  Chapter  XXVIU.) 

TUBERCULOSIS  OF  THE  CERVIX. 

Tutkerculosis  of  tlie  cervix,  a^  a  primary  te^dnu,  is  a  rare  finding. 
Bcyea  fiiuLs  sixty-cijfht  ca,'*cs  of  primary  tul>erculo.s!s  of  the  cer\'ix 
in  the  literature,  and  adds  a  .single  ca.se.  In  nine  of  these  ea.se.s 
the  lesion  was  confined  to  the  CTmx;  in  the  IialantT  there  was  an 
invasion  of  adjacent  structures.  The  greatest  number  occurred 
between  the  age.s  of  twenty-one  and  forty  years;  tlie  extreme  ages 
were  seventeen  and  seventy-nine. 

Beyea  dindes  the  pathological  forms  into  the  ulcTrative,  h^-per- 
pla.Htic,  and  miliary. 

TuImtcuIoms  ulcers  of  tlic  irrvLt  nmy  fullow  primary  Iniierciilous 
infection  of  the  enrlomctrium ;  or,  as  is  more  often  the  ea.se,  a  primary 
infeiHion  of  the  tuljes.  with  .suhsetpient  extension  downward  to  the 
uterus  and  cer\'ix.  'Hie  diagnosis  must  l>e  ItiLsed  upon  the  finfling 
of  giant  trlls,  tubercles,  and  of  tubercle  bacilli  in  and  aln'Ol  the 
ulcers.  The  margins  of  a  typical  tuberculous  ulcer  are  invgular 
and  undermine*!;  the  ba.w  of  the  tilrer  is  uneven  and  tends  to  heal 
by  cicatrization. 
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Miliary  iuhereviofix  of  the  cennx  has  been  rcrog^nized  hut  three" 
times. 

In  general,  it  may  be  said  that  tuberculosis  of  the  cervix  closely 
resembles  erosions  aud  cancers.  A  positive  diiignasis  can  only  l>e 
made  by  the  aid  of  the  miiTiwrope.  The  clinical  liistor)-  and  the 
finding  of  tuben.niti>.sis  eUcwhcrc  tii  the  Inxly,  ptirticularly  in  the 
upper  genital  tract,  is  of  importance  in  the  consideration. 

CHRONIC  METRITIS. 

Endometritis  can  scarcely  exist  witliuut  mure  or  less  involvement 
of  the  iitenm*  tnuseulutnro.  In  aeiite  iifTeeiion.s  the  muscularis  is 
conge^tftl,  and  tin-  eonnective-tiAsne  spaces  are  fille<l  with  a  seroua 
exudate  and  a  round-cell  infillration.  Abscesses  may  develop  in 
the  connective-tisane  spaces  ond  infected  thrombi  may  form  in  the 
L1(xhI  spaces. 

In  the  clirDnic  sLagi*  there  is  a  develitpment  of  eonuective  tUriue 
between  the  muscle  fibres.  Ai  the  conne<-tivc  tissue  form.'*  and 
contracts  the  muscle  Hhrcs  atrophy,  and  through  this  process  the 
uterus  becomes  verj*  firm. 

The  diagnosis  is  ba.se(l  upon  the  uniform  enlargement  uf  the 
Uterus  ami  upon  the  change  in  its  consistency.  In  the  chronic  stage 
there  may  he  no  tenderness  on  pressure. 

Chronic  metritis  may  be  reganled  as  a  clinical  term  .signifpng 
a  uterus  that  is  uniformly  enlarged,  firm  in  cons-lslency,  and  one 
which  has  lost  its  norma)  Hexihilily. 

Chn>iiic  metritis  is  to  be  diagnosed  from  interstitial  fibroids. 
(See  Chapter  XXVII.) 


ABSCESS  OP  THE  UTERUS. 

Von  Franque  (Cent.  /.  Gyn-,  No.  20.  1902)  reported  15  cases 
of  undoubted  abscess  of  llie  uterus,  and  I^a  (Juumai  of  OhsUirics 
and  Gymcolugy  uf  the  British  Empire,  Februarj',  1904)  has  a«ld«I 
another  cjuse.  The  elinirul  diagno.siH  is  of  <'oursc  difficult.  Tliere 
is  no  way  of  distinguishing  the  condition  from  a  suppurating  inter- 
stitial fibroid.  Ill  all  ca.*>es  there  is  a  history  of  puerperal,  post- 
almrlive  nr  gonurrha'al  infection.  Pyrexia  will  deikcm!  u|Jon  the 
ucutenesA  and  virulence  of  the  iufetHiou  as  will  also  leukocytosis. 
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Pain  is  usually  severe  and  paroxysmal  and  is  referred  to  the  uterus. 
On  physical  examination  the  uterus  is  enlarged;  this  enlai^ment 
is  not  always  symmetrical,  especially  if  the  abscess  is  large  and 
near  the  peritoneal  surface  of  the  uterus.  The  uterus  may  or  may 
not  be  freely  movable,  is  always  sensitive  to  pressure,  and  its  con> 
sistency  is  variable.  Associated  inflammatory  lesions  are  invariably 
present.  These  cases  usually  terminate  in  perforation  of  the  uterine 
wall  into  the  peritoneal  cavity,  uterine  cavity,  or  rectum. 


CHAPTER    XXVII. 

THE  DIAGNOSIS  OF  FIBBOMYOMA  OF  THE  UTERUS. 

Etiology. 
Histogenesis. 
Anatomical  Diagnosis. 
Microscopic  Diagnosis. 
Degeneration  of  Fibroids. 
CuNicAL  Characteristics. 
Clinical  Diagnosis. 
Differential  Diagnosis. 

We  know  nothing  of  the  essential  cause  of  uterine  Bbroids. 
Certain  factors  are  known  to  influence  their  origin  and  devel- 
opment, anc!  may  be  briefly  discussed. 

1 .  Heredity  has  been  much  referred  to  as  a  predisposing  cause. 
While  there  are  families  in  which  two  or  more  members  are  known 
to  have  fibroid  tumors  of  the  uterus,  the  influence  of  heredity  is 
not  to  be  overestimated.  Engstrom,  in  530  cases  of  uterine  fibroids, 
found  a  similar  lesion  in  the  mother  or  sisters  thirteen  times.  It 
has  been  stated  that  myomatous  patients  come  of  large  families.  In 
the  experience  of  Roger  Williams  they  averaged  S.l  members  each. 

2.  Age.  The  usual  time  of  occurrence  is  during  the  period  of 
sexual  maturity.  Fibroids  of  the  uterus  are  rarely  found  before 
puberty,  though  it  is  highly  probable  that  most,  if  not  all,  of  these 
growths  are  of  congenital  origin.  They  are  most  frequent  lietween 
the  ages  of  thirty  ami  forty  and  are  rarely  known  to  arise  after  the 
menopause.  Miller  reportetl  299  cases  of  uterine  fibroids,  of 
which  number  120  were  observed  after  forty-five  years  of  age.  Of 
the  1762  cases  collected  by  Roger  Williams  26  were  umler  twenty 
years  of  age.  Gusserow  rejwrted  one  case  ten  years  of  age.  Pick 
descril)ed  a  fibroid  of  congenital  origin.  Cavaillou  reports  one 
weighing  3  kilograms  in  an  infant  three  years  of  age.  At  the 
other  extreme  of  life  is  a  submucous  myoma  at  ninety-two  years  of 
age  (Van  Rensselaer)  and  a  calcified  myoma  at  eighty-six  (Wright). 
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It  is  evident  fnim  tlip  stiuly  of  .statinlirs  that  Bhroniyomata  are 
prone  to  arise  at  a  tinte  when  the  sexual  fuiiftions  are  waning. 

S.  Civil  state.  It  has  liccn  slatnl  that  fihroids  of  thr  ntcrm  arc 
especially  iiatile  tn  c»cciir  in  women  wha  have  not  Ixtnie  chililKii 
ami  are  nut  iiiarriefl.  The  uiimber  of  children  bum  tu  myomaluus 
women  is  below  the  average,  while  abortions  are  relatively  common 
among  them.  The  average  numl>er  uf  children  born  uf  niyuuiatuu:t 
women  is  pstiinated  at  2.5,  na  C()m|Mired  with  the  asual  niimlwr  of 
4Ji.  Thirty  per  cent,  of  myomatous*  women  are  sterile  as  opposed 
to  10  per  eenl.  of  slerility  in  general.  On  the  other  hand,  sexual 
exce-sset  are  said  to  favor  the  growth  of  uterine  myoraata. 

4.  Sace.  The  negrew  i.-*  genenilly  r^^nled  as  pre-eminently 
Riis(rptible  to  uterine  fibroids.  'ITiis  is  denied  by  Kelly  and 
\Vtlliam»,  uf  Johns  Hopkins,  where  tliere  is  abundant  opportunity 
to  make  reliable  okservatinn.s.  In  3<')7  ctvtts  rr{>(>rted  by  Williams 
fihroi<ls  were  only  2  per  cent,  more  fretpient  in  the  colored  race. 
'I'liey  are  said  to  lie  unknown  among  savages. 

5.  Frequency.  Iloyle  holds  that  20  per  ci-nt.  of  women  who  reach 
thirty-iive  years  of  age  have  fibruiils  of  the  uterus,  while  Klulis 
affiniis  tlial  40  per  cent,  of  women  who  reach  fifty  years  of  age 
have  f)hn)id.s  of  varyhig  si/.e  and  nnmlier.  The  lesion  i.s  4)ften 
overlook<^l  even  in  postmortem  examitiation.«[.  Of  all  non- 
malignant  tumors  uterine  myomata  are  by  far  the  most  common. 
Koger  Williams  e.sttmale.s  timt  10  percent,  of  all  tumors  in  women 
are  uterine  fibroid,^. 

In  Veit's  Uandhuch  we  read:  "So  far  as  the  eominon  myomata 
(excluding  the  adcnomyomata)  are  concerned,  I  hold  that  their 
origin  from  an  embryonic  inchision  has  not  been  proven.  It  appears 
however,  that  hereility  plays  a  role  therein;  and  one  is  also  able  to 
un<lerstand  that  irritution,  acting  chronically  upon  the  uterus,  may 
give  rise  (o  the  fctrnialion  of  myomata,  but  the  modus  operandi  of 
the  latter  is  not  yet  clearly  pn»vcn." 


INFLUENCE  OF  MENSTRUATION,   PREGNANCY,  AND  CLIMAO- 
TERIO  UPON  FIBROHTOBflATA. 


1 .  Menstruation  is  accompanied  by  a  slight  enlargement  and  soft- 
ening of  ulerinc  fibroirls  due  to  incri'a.si'd  va.s4*nlarizalioii.  Near  the 
end  of  the  menstrual  flow  the  tumor  as-sume^s  its  normal  proportions. 
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2.  Pregnancy  is  arcompunicd  by  a  rapid  increase  in  the  aixe  of 
the  tuirior.  'nivix-  Im  a  a»rre.sp(>riiliiij;  .softeiiiiij;  of  iJie  growth. 
Siii'h  rajii<llv  growing  filintlds  arc  jrrtiiic  to  Ixt'dint'  InranTnitei] 
and  seriously  interfere  with  pregnancy.  Simultaneous  with  the 
involution  of  the  ulenis  in  the  pueryjeriuni  ihcpe  is  sometimes  a 
rapid  (lecrcftsc  in  the  size  of  the  tumor.  They  arc  even  .saiil  to 
wtiolly  disiLp|M'ar,  though  thi.s  is  titjuhlfiil.  However,  they  are  ifome- 
times  rechiced  in  size  by  the  end  of  the  puer|HTi(ini.  Tlic  nile  is  that 
ihey  are  iiut  rechiced  in  size,  but  on  the  contrary  continue  (n  gn»w 
after  the  rliinacirrif  and  tend  to  dej;;i*neraiive  changes  ami  extrusion. 

3.  The  climacteric  is  generally  crcflited  with  having  a  favorable 
influence  upon  the  growth  of  uterine  fibmids,  but  experience  points 
to  the  reverse.  The  nde  is  that  (hey  continue  to  grow  an<I  are  more 
liuble  to  degenerativtr  ehunges  at  this  time  of  life  lluii  at  any  other. 
Pnij;;n>.s.sively  growing  postclimacterie  fihnimyomata  arc  plentiful 
in  literature.  Hemian  reporle«l  one  growing  thirteen  years  after 
the  menopause.  Tail  remove*!  one  twenty  years  after  tlie  climac- 
teric. Van  Hensselner  removed  a  subraucou.s  myoma  from  a  woman 
ninety-two  years  of  age. 

HISTOGENESIS  OF  riBROHTOHA  OF  TH£  UTERUS. 

According  to  Kleinwachter.  fibroids  originate  from  mund  celU 
Found  in  blooil vessels,  which  later  become  oblitemteii.  The  niund 
cells  are  converted  into  mu.<M!le  and  connective-tissue  fibres.  Rosger 
believes  their  origin  to  be  in  tlie  muscle  libre  of  bloodvessels.  Gott- 
schalk  is  of  the  opinion  that  it  is  not  the  musculature  of  the  blood- 
vessels tiiat  forms  the  matrix  of  the  tumor.  He  observed  ania-bic 
movements  in  eerla-in  prolopla.smic  liodle-s  which  lir  interpreted  to 
be  parasites,  and  believed  them  to  be  the  essential  cause  of  fibroids. 
Vcdeler  believed  he  discovered  uiiiinul  parasites  in  uterine  fibroids. 
\lrchow  believed  them  to  be  a  In-pcrplasia  of  the  uterine  muacula- 
lure.  Judging  from  the  al>ove  eoiiHieting  opinions,  it  is  evident  that 
nothing  is  ceruiinly  known  of  the  histogt^nesis  of  uterine  fibroids. 

THE  ANATOMICAL  DIAGNOSIS  OF  UTERINE  FIBROIDS. 

Under  this  lieat]  we  will  consider  the  siae,  fonn.  eonsisteney,  rate 
of  growth,  iimnU'r,  and  position  of  the  tumor,  and  also  the  micro- 
scopic structure. 


If ultiiile  ul«rtii«  AbroUa.  Th«ul«Tin»Fau>l  l><li>liiri«l  t>y  iwii  Urso  tnt«fMltU  IbnUto 
—A  iwtiuiii-uUtn-l  Mid  a  MoUa  fibroid  uocupttw  Iho  «ir(api9  (i(  th*  iilnni<-,  sml  uii  tl«  HHIIwtll 
(rlghl)  nblvl"  It  junall  (tibficritoiwAl  ftbruld.    l&|i«oliiicii  rvmiivpd  by  l}i.  J.  I'lArvaee  W«b«lc>r.) 

an«esthesta.  So  far  as  I  am  able  to  finti  in  (lie  records  this  is  the 
targt'-st  uterine  fibroid  to  be  removed  sutfeasfully.  A«IIicsions 
nraHy  alwuys  complifute  these  larj^  tiiiimrs, 

Tlie  fonn  is  smooth  and  niiiiuled,  or.  as  is  more  often  the  case, 
nodular. 

In  cwisiitettey  fibroids  vaiy  from  soft  and  .scinifliic-tuating  to  a 
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stane-Mko  hanlncs-S.  Filmiids  arr  classified  as  hard  am!  soft. 
Hard  Hlmmls  cinisist  larf^'ly  of  fihmiLs  tissue  with  u  relatively 
small  amount  of  muscle  fibre;  the  hUwd  supply  is  not  great.  Soft 
fibroids  are  made  up  of  n  rflatively  large  amount  of  muscle  tissue 
antl  are  very  viuscular. 

The  ratr  of  grmfth  of  soft  fibroids  is  more  rapid  than  that  of 
hard  fibroids.  During;  prt^nancy  fihmuls  p;row  rapidly.  After  the 
menopause  they  iisiially  ^leercase  iii  sixe,  though  the  menopause  is 
often  delayeil  three  to  ten  years.  They  are  seen  to  f»n>w  with 
surprising  rapidity  when  undergoing  myxomatous  defeneration. 
Scholer  estimates  that  fibroids  are  iseldrnn  appreciable  in  less  than 
a  year;  that  in  five  y<*urs  they  may  attain  io  the  sixe  nf  a  man's  fi.st, 
and  in  thirtct-n  years  to  the  size  of  a  man's  he«d.  Howex'er,  il  is 
not  possible  to  estimate  the  up*  of  a  tumor  by  its  size.  Thi.s  fact  is 
demonstrated  by  the  many  small  fibroids  which  are  known  to  be 
thirty  and  forty  years  tif  age — "  latent  fdfroids." 

It  is  exceptional  for  fibroids  to  exist  singly.  As  many  as  400 
separate  and  distinct  tumors  have  exislerl  in  the  uterus.  We  speak 
of  fibmid.'i  as  ifingle  or  muliiple. 

Afc<irdinp  to  Martin,  the  tendency  tn  mnltiplication  increases 
with  tlic  age  of  the  patient. 

The  ixutilitm  of  fibroids  in  relation  to  the  uterine  wall  is  of  ih* 
greatest  clinical  iiu|Hirtani-e.  The  lenns  subinunnis,  intranuiral  or 
interstitial,  and  subserous  or  subperitoneal  are  use^^l  to  designate 
the  Ux-atioii  of  the  tumor.  .\ll  fibroids  are  originally  intramural, 
and  as  they  increajw  in  size  thoy  tend  to  grow  in  the  direction  of 
least  resistance.  For  example,  an  intramural  fibroid  lying  nearer 
the  endometrium  than  the  perimetrium  will  eventually  l>ecome  suit- 
mucous.  So  long  as  a  fibroid  is  completely  enveloped  by  the 
nmsculuturtr,  n(p  matter  Io  what  extent,  it  is  imrannind.  but  when 
the  capsule  of  the  fibroid  is  immediately  covered  with  jieritoncnm 
or  mucosa  it  becomes  sub]M-'ritoiieal  or  submucous.  \Vhen  the 
grovnh  sits  u[Km  the  inner  or  outer  surface  of  the  uterus  wiili  a 
broa<l  base,  il  is  known  as  a  »e;*sile  growth;  when  the  base  of  attach- 
ment is  constricted,  il  Is  known  as  a  jR-duncuIalcil  growth.  The 
more  pedunculated  the  tumor  the  slower  the  growth,  because  of 
the  limited  bltXHl  supply  pa.ssing  through  the  pedicle.  The  pedicle 
when  long  may  so  limit  the  blon<I  supply  to  the  tumor  that  aimphy 
will  result.    Twisting  of  tlie  [ledicle  may  completely  interrupt  the 
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FiI)romyomata  of  the  cervix  occur  hi  nbout  6  per  cent, 
uterine  fihruniyojiiatii. 

I.  Submucous  fibromyomata  bulge  into  the  uterine  cavity  ami 
are  directly  covered  with  mucous  membrane.  They  are  either 
pediinculatefj  or  sesHile,  sinj^'Ii-  ur  rnnUiplc,  ami  iire  .seldom  us  large 
as  the  pntient'.ii  head.  The  pnlicle  may  permit  them  to  protrude 
into  llie  cervical  canal  or  farther  on  into  the  \'apna.  'I'hey  usually 
podsesa  a  relatively  lat^  amount  of  muscle  fibre  and  blood ve5..sel.i, 
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and  lieuee  areisofl  in  coii.si.stency,and  their  growth  i.s  rapid.  When 
larf^  and  .soft  their  form  i.s  moulileil  to  that  of  the  uterine  canity. 
They  are  rarely  .spherical,  but  more  often  elongate*!.  The  cervix 
may  constrict  them  intn  an  hour-gluss  shape.  As  the  tumur  in- 
creases in  size  the  overlying  mucosa  may  be  atrophieti ;  likewise,  the 
opposing  mucosa  of  the  uttTU.s  may  .suffer  [in>s.sim^  atrophy,  and 
adhesions  may  form  between  the  tumor  and  uterine  mucosa.     Thia 
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altached  to  Ute  fundus.     The  effort  on  the  pftrt  of  the  iitrni.4  to 
expi'l  (he  lihroiil  cmuscs  (lie  inversion. 

2.  Interstitial  fibromyomata  Ho  encapsulated  witlun  the  uterine 
wall.  Rarely  an;  tliese  gruwilLs  ill-iiefinctl  fruni  tlie  uterine  muscula- 
ture (dilTuse  (ihniray(miata).  When  large  the  gn>wth  liidfifes  ii|>oii 
the  mucous  or  serous  surface  or  upon  both  surfaces.  Such  growths 
arc  usually  multiple  anil  are  .seldom  .so  firm  in  con.ti.steney  a.s  are 
siilKterous  growths. 

3.  Subserous  fibromyomata  Inilge  upon  the  serous  surface  of  the 
uterus,  'i'hey  are  sin;;lc  or  uiuhiple,  commonly  firm  in  coiusislency, 
tliuugh  HOtnetinies  soft  iiiid  apparently  nuctuating.  When  pedun- 
cidalei)  they  may  lie  freely  inoviilile  or  finnly  fixed  by  adhesions 
which  bind  the  growth  to  surrourKJing  stnirturcs.  When  located  at 
the  side  of  the  uterus  the  growth  may  develop  lielween  the  layers  of 
the  broad  ligament — "intraligamentary  or  broad  ligament  fibroids." 

Fibroids  of  the  cervix  may  he  submucous,  interstitial,  or  .sub- 
serous (suhvhginal).  .Subnuicous  fibnuils  of  the  cen-ix  are  .sehloin 
large.  They  are  usually  pedunculated,  and  its  such  are  known  as 
6brou.s  polyp.s. 

[ntcrstitial  fibroids  of  the  cer\ix  distort  the  cor^•iollI  canal,  and 
may  cause  complete  obstruction,  locking  in  secretions  alMive  and 
preventing  conception. 

.Svdi.senjus  fibroids  of  the  cervix  an-  very  rare,  anil  arc  seldom 
of  large  size.  They  may  grow  into  the  vagina  or  into  the  para- 
vaginal connective  tissue.  About  HI  per  cent,  of  uterine  fibroids 
are  of  the  cer^'ix,  the  balance  arise  from  the  uterine  body. 

Cen'iral  fibmids  an-  [>oor  in  uni-^^^'ular  elements  and  bence  are 
(inn  and  .sUiw  in  gn)wih.  They  arv  prune  to  undergo  cystic  degen- 
eration and  rarely  bcromc  calcareous.  As  they  increase  in  size  the 
cervix  becomes  elongated  and  distorted.  Araann  descril)eil  a  wr- 
vica\  fibroid  weighing  twenty-Hve  ixmnds.  Such  large  fibroids 
elevate  the  uterus  out  of  the  pelvi-s. 

f)ii  eroMstxtion  of  a  fibromrjuma  bands  of  fibrous  ami  mu-scular 
tissue  are  .seen  ninning  in  various  directions  and  forming  whori.s, 
concentric  rings,  and  wavy  lines.  Tlie  wjlor  varies  from  gray  to 
a  rosy  hue,  de|>pnding  upon  the  relative  amounts  of  fibrous  and 
mu».-ular  tissue  and  upon  the  blood  .supply. 

Latent  Fibroids.  On  cross-sM-tiou  uleri  are  freqnrntlv  -seen  to 
contain  numerous  small  bodies  resembling  knots  of  wood.    Such 
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growtlui  are  ternicd  "latent  Gbroids"  b^  Bland  Sutton.  Their 
whiti'itr^s  is  in  rnarknl  rtintrast  lo  the  mlne.'vs  of  t1if  mtisrrjlHttin'. 
In  histological  structure  the)'  are  i<lentical  to  lai^  Bbroids. 
Undoubtedly  a  tar^  number  of  fibroids  never  <leveln]>  liejvnd 
this  Ata^.  Prej^nancy  exercises  a  quickening  influence  upon 
these   latent  gruwtiijt. 

REOITRREKCS  OF  UTERINE  FIBROIDS. 

TTie  -so-rallpd  "recurrent  fibroids"  referred  to  by  older  writers 
are  umloubteilly  acrouiitcd  for  by  the  nvurrenet-  of  what  was  an 
unrecognized  malignant  growth,  and  ^urcondly  by  the  develupment 


r^* 
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S«bp«ritant«I  Rbmiil  at  Hut  iiU-riu.    TIh?  nti-nw  t>  rmuilnl  tuM-hwunl  by  «  fibroid 
Htixlied  U>  Jta  snlrriur  yraU. 

of  fibroids  which  were  overlooked.  Malignant  growths  are  known 
to  start  from  the  slump  uF  an  amputated  fibroid.  'FliLs  may  be 
calle<l  traumatic  malignancy,  8n<l  is  not  peculiar  to  fibroids. 
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TEE  HICROSOOPIO  DIAGNOSIS  OF  FIBROIDS  OF  THE 

UTERUS. 

The  microscopic  (Hagnosis  is  Itosed  upon  the  6nHing  of  mature 
connective  tissue  ami  muscle  fiV>rcs.  \Yithout  a  knowledge  of  t!ie 
gross  appearance  uf  the  tumor  it  ts  iinpossihtv  lx>  tlistinguisb  a 
Qhrciid  from  the  uterine  wnil.  The  relative  amount  of  connective 
tissue  uml  muscle  fihres  varies  wldel)'. 

A  pure  liltruid  docs  not  exist.  Then*  is  always  prcsfMit  nior*'  or  less 
muscular  ttJisue.  As  age  advance*  the  connective  tissue  increases 
at  the  ex|»en.He  of  the  miLscular  elements.  The  mu.si'le  fibres  arc 
invohmlarv,  am!  eonlaiii  spindle-form (h1  nuclei.  The  cell  j>roto- 
pla.sm  is  homogeneous,  rarely  granular.  On  cross-section  the 
micleu.s  is  half-moon  shape.  Some  Gbre.s  contain  two  or  more 
nuclei.  Karyokinetic  figures  arc  sdiloni  seen  in  the  nuiscle  cells 
of  the  slow  developing  growths,  but  are  present  in  proportion  to 
the  rapidity  of  the  growth.  The  eoniieclive  tissue  usually  forms 
a  l(H\se  textun*,  ]MV()r  in  nuclei.  In  other  gniwths  and  in  nther 
fiehl-s  of  the  same  growths  the  connective  li.isuc  may  l»e  more  com- 
pact and  contain  round  or  oval  nuclei. 

Bloodvessels  course  through  the  connective  tissue.  Veinjt  are 
not  as  numerous  as  arteries,  particularly  in  old  fihromyomata.  A 
centra!  artery  rutining  an  irregular  course  through  the  centre  of 
the  fihnjiil  is  dcM-rilH-ti  by  (rtilLsduilk,  hut  hits  not  \hxi%  generally 
recognized.  Ix)rcy  and  Hertz  have  describe*!  ner\'e  fibres  in  fibn> 
myomata. 

ADENOFtBROKTOMA  UTERI. 

Fibroids  containing  glands  are  descriliet!  by  numerous  authorities. 
.Schroeder  Ijelieves  the  glands  originate  in  the  endometrium.  Carl 
Ruge,  (lutLsehalk,  Kossnian.  ami  otlicrs  maintain  that  they  arise 
from  Giirtncr's  ducts.  Ttrcklinghaiisen  contends  that  the  glands 
arise  from  the  WolfBan  body  or  from  the  endometrium.  These 
pe*'uliar  growths  ape  alnu^st  irivariably  intramural.  Tliey  never 
possess  a  capsule,  and  are  known  as  ditTuse  or  intiltratiDg  fibroids. 
They  are  found  in  the  tube,  llie  uterine  horn,  and  occa.siona!ly  in 
the  posterior  wall  of  the  uterus. 

In  7(K>  ca.scs  of  uterine  fibroiils  oi>eratttI  In  Johns  Hopkins 
Hospital,  Cullcn  reports  Uf  to  U-  lulenofibromala. 


niAOKOStS  OF  FIBROMYOMA  OF  THE  UTERUS 


Gebhanj  gi'vvs  tbe  folluning  varieties: 

1.  A  ImnI  form  in  which  th«  muscle  tissue  pnilominatcs  over 
the  glandular  elements. 


Sckemntlr  <1r*wiriK  npmrnliiic  Um'  <lrvoki|i«n<-fit  of  UlMfnr  Obroldit  Bnil  1b*lr  ntUUon 
la  lb*  iitvHtHi  Wkll.     (!4untiiLt«<<l  by  Kali  1 1  tin;.) 

At,  AU,  ATIl.  •ubiMrribNtMl  flbroi't*.    ill,  nil.  nttl.  iDMndtUI  flbroida. 
CI,  Oil.  Cni,  lubmuiMtin  dlm^lila. 
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2.  A  cystic  tumor  with  many  large  spaces. 

3.  A  soft  form  in  which  the  glandular  elements  predominate 
over  the  fibrous  or  muscular. 

4.  A  soft  form  with  widened  blood  spaces — telangiectatic  or 
angiomatous  adenomyoma. 

In  the  growths  are  often  seen  small  ducts  communicating  with  a 
single  large  one  as  the  teeth  of  a  comb  are  joined  to  its  back.  These 
ducts  are  embryonic  inclusions  of  the  ducts  of  the  Wolffian  body  and 
the  "uriniere."  They  may  distend  into  cysts  compressing  the  sur- 
rounding connective  tissue.  The  contents  of  the  cyst  are  clear  and 
serous,  occasionally  colored  by  pigment. 

Recklinghausen  speaks  of  pseudoglomemli  in  describing  eleva- 
tions attached  to  the  cyst  wall  by  a  broad  base. 

Pick  described  a  submucous  adenomyoma  averaging  55  grams. 
Cullen  reported  to  the  Johns  Hopkins  Society  an  adenomyoma  of 
the  round  ligament. 

DEQENEKATIOK  07  TIBROIDS. 

Noble  (American  Gynecology,  April,  1903)  made  a  detailed 
report  of  258  cases  of  uterine  fibroids  with  special  reference  to  the 
degenerative  changes.  In  estimating  the  risks  encountered  by 
patients  suffering  from  fibroid  tumors  Noble  considers  first  those 
growing  out  of  the  complit-ations  thcm.selves,  which  include  those 
causing  a.  fatal  result,  those  threatening  life,  and  (hose  causing 
more  or  less  invalidism.  Of  (lie  fatal  degcnc  rat  inns  and  coinpHca- 
tlons  there  were  SK.  Of  complications  threatening  tlie  life  of  the 
patient  there  were  37,  ami  of  con<iitions  leading  to  more  or  less 
invalidism  there  were  43,  thus  giving  a  sum  total  of  168  serious 
complications  in  2")S  cases  of  uterine  fibroids.  Xoble  presents  the 
reconls  of  four  surgeons,  including  himself,  and  estimates  that  of 
688  cases  of  uterine  fibroids  the  presumptive  mortalitv  without 
operation  from  the  degenerations  and  complications  of  the  tumors 
and  changes  taking  place  in  the  uterus  itself  varied  as  follows: 

Martin ]r>  pt'ri'ciit. 

Sol)l.- Hi  ■      '■ 

Frederick -z:!  "      " 

CiilliiiKWDrtli         .                  .                                             .  "Jt  ••      " 

AvcMKi^ I'.i.Tj  "'      '■ 
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Adding  the  romplications  met  with  outside  the  uterus  the  nior- 
tulitv  would  readi  about  4.'>  per  cent.  Nohit-  rt)ndiidc.s  that  oiie- 
fouKh  the  cases  wouhl  re.siiU  in  chronir  invalidism  and  onMhird 
in  death  if  no  operation  is  perfonnnl.     Noble  saj-s:  "It  seems  u 


Pm.  UB 


FibtoiiB  imtyp  at  the  nrrix.    The  vHnnm  ■how*  aenllc  Btratiliy  b^celber  wtlh  IkpM  anall 

•uliprHtimcal  (lliriitil*  7'litr  t»lyi'  <"  "'  ontiiiial  ntr,  Siirli  t><ily|x'*<l  Kri'wtiM  sn.i  )>T<>ns 
tu  «riBV  111  B  *rall4>  utofiH-      Tlii->'   nrr  (miii^iitlji    lli>i  CKiiw  of   llrI»■l^rtu^[p  lii  llw  |Mial> 

olbnMUrto  ptrlod. 

fair  conclusion  that  the  resort  to  early  operation  will  effect  a  saving 
of  2o  to  30  per  cent,  iti  mortality  in  addition  to  the  perhaps  greater 
saving  in  the  mortality  which  follows  operation  as  compare*J  with 
that  which  i.i  incident  to  the  history'  f)f  fihroid  tumors."  The 
9tati.ttics  of  Noble,  Frederick,  Martin,  and  Cullingworth  impress 

91 
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%is  with  llie  fact  that  fiUnitds  of  the  tileni-s  are  by  no  mfwii^ 
iDiioceDt  tumors  that  former  writers  would  have  us  Wlieve. 

The  various  forms  of  degeneration  of  fibroids  are  not  only  of 
pathological  interest,  but  their  recoffnition  is  of  the  (greatest  clinical 
iinjMjrtance. 

Nohlf  estimates  that  serious  complications  arise  in  fibroitis  in 
abou(  onc-thirti  of  all  cases.  Of  these  complications  the  various 
fonns  (if  (|r.i,'('nemtioii  coiLstitute  a  lnrj;;e  proportion. 

I-  Atrophy.  We  arc  familiar  with  a  physiological  atniphy  of 
fibroids  following'  (tie  ctiiuacLeric.  A  similar  change  lukcs  place 
in  event  of  an  artificially  induced  menopause  by  the  removal  of  the 
uviiries.  In  ptHliiiiculati-d  tumors  the  blood  supply  is  limited,  and 
as  a  result  atrophy  may  follow.  Tlic  wa.slitig  disease*  exercise  a 
stayiug  influence  upon  the  growth  of  fihromyomata.  Atrophy  of 
these  growth-s  has  been  oljserved  to  follow  aUlominal  sections, 
amputation  of  the  breast,  and  peritonitis.  According  to  Schroeder, 
this  atniphy  consists  of  a  fatty  ilegencration.  It  is  more  probably  a 
simple  atrophy  in  which  tlie  muscle  cells  diminish  in  size  and  in 
numbf]-.     tti  lliis  manner  large  tumors  may  wholly  disappear. 

2.  Calcareous  degeneration  mav  occur  in  fibroi4ls  of  all  sizeH 
and  hhcations.  The  calcareous  deposits  are  found  in  the  connective 
tissue,  often  leaving  the  muscle  fibres  isolated  and  cncnisted. 

Gebhard  gives  the  following  analysis  of  the  deposit: 

Otic.  rub.                                         ,           ,  t»,0 

OUp-  |jIh«»I>U.  .         - »-0 

Cklcntiliili.     . VUt 

Calc.  litliaL      .                                     M 

Oncikxii'  iiutwtatiwi  .....'...  Oli 

Petriheil  fibroids  are  known  as  "womb  stones."  It  is  possible 
for  such  stones  to  l»e  severed  from  the  utenw  and  He  free  in  the 
|«;ritoneal  cavity,  or,  if  submucous,  to  be  either  retaiue<l  in  the 
uterus  or  expelled.  Womb  stones  were  described  by  Hippocrates. 
Everett  reported  one  weighing  2.04  kg.  A  few  weighing  '20  [lounds 
arc  reported.  ChondriticHtion  and  ossification  have  been  reported. 
Advanced  age  predisposes  to  this  condition. 

3.  Patty  degeneratioD  of  fibroids  following  pregnancy  is  of 
common  occurrence.  The  tumor  is  soft  and  of  a  mottle*!,  yellow 
lint.  Fat  drnpU-Ls  are  seen  in  the  muscle  fibres.  Such  a  case  was 
rei'cnlly  exhibited  by  Dr.  Beuben  Peterson  before  the  Chicago 
Gynecological  Society. 
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A.  Myxomatous  degeneration  of  tihroid.s  Lt  b  circum-scribed 
(legencmtion  uf  llie  connectivtr  tissue.  Rarely  Is  there  a  iliFfuse 
involvement  of  the  tumor.  Before  cutting  into  the  tumor  it  may 
u[ipt!ur  cyKtit'.  On  cru.ss-section  one  or  mure  ureas  of  degeneration 
are  seen.  The  myxoma tni is  material  w  glairy  and  tranHiu(?ent, 
cnntairiing  op}W)iic  iwrticles  and  a  fibrillar  or  fibrous  network.  By 
absorption  of  the  myxomatous  mnlerial  cystic  spaces  are  formed. 


Ftu.  IW 


A  pwlanculatnl  •ntrprritonMtl  flbrald  Wtt  kbom  tba  ptomonlorr  ol  Uic  awTUiu  and  la  l4>o 
|HS«  lo  fall  Inlo  llio  pelvla.     It  haa  drawii  Ihc  nlariia  nml  vaicliiB  upirard. 

h.  Sappuiation  and  gangrene  of  fibroids  i.-^  a  grave  condition, 
demanding  immediate  surgical  interference.  The  u.sual  cause  is 
puerperal  infection.  Subserous  fibroids  may  Ih;  infected  through 
(he  liowel.  Twisting  of  the  pedicle  of  a  fibroid  may  result  in 
ganfircnc. 

6.  Amyloid  degeneration  of  a  fihroi^i  is  described  by  Stratz. 
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7,  Telangiectatic  fibroids  are  of  rare  occurrence.  Ther  are 
formed  eiilKT  fmm  a  dilatation  of  the  lymph  or  hlood  spaces.  The 
turnor  i^  50ft  ami  may  fluctuate  ami  even  pulsate. 

8.  Cystic  Degeneration.  Cysts  are  found  in  about  4  per  cent, 
of  all  uterine  tihroids.  ITie  suhpentoneal  and  particularly  the 
pedunculated  fornix  are  especiully  prune  to  undergo  cystic  de- 
^neralion.  Sixty-three  out  of  70  cases  ctJIected  by  Heer  were 
fiuhperitoneal.  These  cj-sta  are  usually  multiple.  Such  cysts  are 
prone  to  Itccnrne  infw^ted,  in  which  pa.so  the  cyst  may  l>e  converted 
into  an  absces-s.  Tlie  contents  may  be  dischai^d  into  the  peri- 
toneal cavity  with  possible  fatal  results.  AU  of  the  largest  recorded 
cases  of  uterine  fibroid  contain  cysts.  In  the  fihrocysitc  tumor 
reported  and  operated  by  Webster,  which  weigheil  S7  pounds,  the 
fluid  contents  of  the  cyst  weighed  GO  pounds.  Peritonitis,  hydro- 
peritoneum,  intestinal  obstruction,  and  adhesions  fre(|uently  com- 
plicitie  llu'-se  cystie  growths.  We  recognize  true  c}'sLs  with  an 
epithelial  lining  and  p.4eudory.-tts  which  are  void  of  an  epithelial 
lining  and  iire  foniied  by  the  degeneration  and  absorption  of  tissue. 
The  true  cysts  arise  from  epithelial  inclusions  from  the  uterine 
mucosa,  Wulfliun  and  Miilleriun  tracts.  An  endotbetiul  lining 
lias  l»een  demonstrated  by  several  authorities.  The  explanation 
for  tlie  origin  of  these  endothelial  cysts  lies  in  the  lymphatic  or 
I>1(km1  canals. 

llie  contents  of  myomatous  cysts  is  clear  and  colorless,  bloody, 
purulent,  or  resembles  thick  pea  soup. 

().  Sarcomatous  degeneration  of  fibroids  will  be  discussed  in 
the  cUaptcr  on  Sjtrcoiim  uf  the  Uterus. 

10.  Oancerous  degeneration  i.s  an  unusual  form.  'l*he  epithe- 
lial elements  are  derived  from  the  overlying  mucosa  in  submucous 
and  interstitial  growths  or  from  the  glandular  elements  of  an  adeno- 
fibroina.  But  two  cases  are  reconled  in  which  the  cancer  began  in 
the  substance  of  the  fibroid. 

OHANOES  IN  THE  ENDOMETRITTM,  MYOMETEimW,  TTTBM, 
AND  OVAEIES. 

The  endomrtrinm  undergoes  hyperplastic  changes  under  the  irri- 
tating influence  of  the  fibroid.  Hence  it  is  tliat  these  changes  are 
almost  invariably  found  in  submucous,  usually  in  interstitial,  and 
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seldom  in  subperitoneal  fibroids.  'ITiere  is  hypertropliy  ami  liy|)cr- 
pl««ia  of  the  elements  forming  the  cndnmotriiim.  In  large  fibroids 
bulging  into  the  uterine  cavity  (here  may  be  pressure  otrophy  of 
the  mucofta.  WTien  protruding  into  the  vagina  the  endometrium 
may  be  transformed  Into  many  layers  uf  stratified  epithelium,  and 
decubitus  ulcers  mny  form  upon  the  surface. 

Tlie  myimuirium  becomes  hypertrophied.  This  is  particularly 
true  of  snbmncouH  and  interstitial  grovvths.  The  hypertropliy  in 
usually  pn>portionate  to  the  size  and  niiml>cr  of  the  tumors. 
Champncys  described  a  cose  which  caused  such  atrophy  of  the 
uterus  as  to  render  the  musculature  scarcely  recognizable. 

The  tubes  and  ovaries  share  in  the  hypertrophy  to  a  limited 
extent.  It  is  estimated  that  the  tubes  are  diseased  in  10  per  cent. 
of  all  cases.  The  tubes  are  especially  liable  to  be  infected  iii  llie 
presence  of  infected  and  sloughing  fibroids. 


OLINIOAL  OHARAOTERISTICS  OF  FIBROIDS. 

1.  Shape.  A  fibroid  grows  concentrically,  and  hence  is  usually 
round.  The  firm,  subserous  tumors,  which,  from  their  location  are 
less  influenced  by  the  uterus,  are  round  or  oval.  Submucous  fibroids 
of  softer  consistency  are  moulded  by  the  uterus.  When  forceil 
through  the  cervix  they  bwonie  elongatal  and  even  hour-glass 
shaped.  Interstitial  fibroids  confined  within  the  uterine  wall  are 
roun<l. 

2.  Mobility.  Only  pe^lunciilated  submucous  and  subseroiu 
fibroids  move  independently  of  the  uterus.  Broad  ligament  Bbroids 
ore  restricted  in  their  mo%'enients.  Fixation  by  adhesions  and  by 
incarceration  restricts  the  movements  of  the  tumor  and  the  uterus 
to  which  it  is  attached. 

3.  Oonsiatency.  The  consistency  of  a  fibroid  varies  from  a  stone- 
like harilne,ss  to  the  .softness  of  a  pregnant  uterus,  and  may  even 
appear  to  fUictuate.  This  variation  in  con.sistency  is  largely  to  \te 
accounted  for  by  the  relutive  proportions  of  fibrous  and  muscular 
tissue  comprising  the  growtli.  The  more  fibrous  the  tis.sue  the 
harder  the  growth.  The  forms  of  degeneration  causing  a  hardenitig 
of  the  growth  are  atrophy  (so-called  fibroid  degeneratiiw),  calcareous, 
cartilaginous,  and  osteomatous  degeneration;  those  cau.sing  a  soften- 
ing of  xhe  fibroid  are  fatty,  myxomatoiLs,  cystic,  (edematous,  puru- 
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lent,  gangrenous,  telanjiiwtatlt:,  surcoitiatous,  and  cancerous  ilegen- 
cration.  nuring  preg^aiu'v  the  tiirnor  softens  aTid  grows  rapidly; 
after  pregnancy  it  b<?comes  smaller  and  firmer. 

During  the  pericxl  of  men.sinial  congestion  the  growth  increases 
slightly  in  size  aii<l  Is  more  elastic. 

4.  Kate  of  Growth,  'i'he  softer  and  more  vascular  the  tumor 
the  more  rapid  it-*  growth.  It  is  important  to  observe  the  rate  of 
growth  in  distinguishing  a  growing  fibroid  from  a  pregnant  uterus 
and  in  determining  malignant  degeneration. 


OLINIOAI.  DZAQNOSIS  OF  UTERINE  FIBROIDS. 

Tlie  diagnosis  nf  uterine  fibroid.s  re.sU  largely  upon  tlie  local  find- 
ings. Symptoms  at  Iwst  are  only  .-(Uggcstive  of  their  possible  presence. 

Subjective  Signs.  Two  genenil  groups  of  symptoms  are  to  be 
poiisEcleretl:  those  due  (o  hemorrhage,  and  those  due  to  pressure 
and  tnictioii  made  by  the  growing  tumor. 

1.  Bemorrtuge  in  the  form  of  an  increase  of  the  menstrual  flow 
is  u.sually  the  Hrst  event  that  attracts  the  attention  of  the  patient. 
An  ejitsasive  men.stnial  How  beginning  late  in  the  childbeuring 
jwriod  and  associated  with  dystiieiiorrha'a  should  suggest  the 
pmhable  presence  of  a  uterine  fibroid.  As  time  goes  on  tlie  loss 
of  Mood  may  seriously  undermine  the  patient's  health,  and  has 
been  known  to  rauM!  tieath.  There  may  lie  no  interEi]i.s.sion,  or 
inter\'al,i  of  variable  length  may  he  interniplcd  by  profuse  and 
even  alarming  hemorrhages.  It  is  seldom  that  the  loss  of  blood 
is  distinctly  and  cxclu-si%-ely  intermeivstrual.  The  blood  comes 
from  the  endometrium,  rarely  from  the  fibroid.  The  liunor  acts 
as  a  foreign  body  irritating  the  endometrium.  Hence  it  is  that 
hemorrhage  occurs  almost  invariably  in  submucous  fibroirls,  to  a 
lesser  extent  in  Interstitial,  and  ^ehlom  In  .sub{ieritone»t  fibroids. 
It  is  possible  for  a  subperitoneal  growth  to  interfere  with  the  cir^ 
culation  in  the  uterus  and  indirectly  cause  hemorrhage.  Mental 
excitement,  physical  exertion,  and  instniniental  and  iligital  exam- 
inations excite  hemorrhage.  The  blood  \a  often  e.\pelled  in  clots. 
This  clotting  is  pardy  the  result  of  oKstniclion  to  the  outflow  of 
blood  by  tW  tumor  and  by  displacement  of  the  uterus. 

2.  Prassnrfl  and  CractiOD  made  by  the  growing  tumor  u|M)n  sur- 
rounding structures  arc  later  developments  tlian  hemorrhage,  aud 
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arc  not  usunlly  manifest  until  the  tumor  has  attained  consideraMe 
size.  Subperiloncal  prowths  are  most  likely  to  pnMliiri'  \\ir»t_' 
Hjnnptoms.  A  vimeiy  of  symptom.^  aristw  from  direct  pressure 
and  traction.  Pain  is  caused  by  pressure  of  the  growing  uterus 
and  tumor  upon  ihe  various  structures  in  the  pelvis.  A  fibroid 
incarrerat«d  in  the  small  peUxs  may  early  cuumt  piiin  even  to  an 
intolemlile  degree.  Intraliganieiitary  Rbrolds  no  liirger  diati  a  man's 
fist  may  oce-a.«on  distressing  pain.  On  the  other  hand,  large,  fr*ely 
movable  fibroids  oeeupying  the  alMinminnl  cavity  may  cau.%  nn  [min. 

The  pain  U  referred  to  the  lumbar  and  sacral  regions,  lo  the 
shoulders,  breasts,  and  thighs,  and  rarely  tu  the  cervical  and  inter- 
ifcapular  regions. 

Ill  submucous  growths  the  pain  may  be  due  to  intermittent 
tilenneeoiitnu-tioiis  excited  by  die  gn>wing  fibroids.  Such  jialii-s  arc 
usually  colicky,  and  are  most  severe  thiring  the  [>eno<l  of  menstrual 
congestion.  If,  as  sometimes  happens,  the  outflow  of  menstnial 
blood  is  obstnuird,  there  will  be  a  .so-called  obstructive  dysmenor- 
rhea due  to  intrauterine  tension  ami  to  an  effort  on  the  part  of  the 
uterus  to  expel  the  blood  clols.  Pain  in  most  cases  of  uterine 
fibroids  first  manifests  itself  ut  the  nieiLslrunl  j>eriud,  when  (he  uterus 
and  tumor  are  swollen  and  tender  from  congestion. 

Tlie  **!)irtli  of  a  fibroid" — i.e.,  the  expul.tion  of  a  subrnu(»us 
fibroiil  -  is  a-ssociated  with  lalior-like  painit  of  a.'ttonUhing  .severity. 
After  the  (low  is  well  started  the  pain  may  l>e  relieved.  The  more 
abundant  the  bhxKl  .supply  ti>  the  tumor  the  greater  will  l>e  the 
menstrual  swelling.  Acute  pain  on  external  pressure  may  be  ex- 
perienced in  the  nienstnnd  jHTiml  fn)m  irritaliiiri  of  the  ]»erilo- 
neum.  Mechanical  irrilalion  nf  the  peritoneum  cjinsed  by  the 
movable  tumor  may  set  up  a  lucatized  peritonitis,  and  this  iu  turn 
aflds  to  the  ]>ain  anrl  discomfort. 

Pres.sure  of  a  fibroid  upon  the  abdominal  and  thoracic  viscera 
gives  ri.se  lo  a  variety  of  symptoms.  Pressure  upon  the  bladder 
causes  vesical  tenesmus,  fret^uent  urination,  and  catarrh  of  the 
bladder.  A  .small  subperitoneal  fibroid  attached  to  the  anterior 
aurface  of  the  uterus  may  cause  serious  <listurbance  In  the  bladder. 
Tlie  uteniH  may  be  cimiprcssc*!.  leailing  to  hydronephrosis,  pyo- 
nephrosis, and  nnrmia.  The  urethra  is  rarely  pressed  upon  by 
the  tumor,  though  the  bladder  may  be  elevated  and  the  urethra 
stretched  am]  <li.slorted. 
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Pressure  upon  the  rectum  may  cause  constipation,  rectal  tenes- 
mus, a  sense  of  fulness  and  pressure  in  the  rectum,  ami  a  catarrhal 
disc  barge. 

Pressure  upon  the  veins  of  the  pelvis  may  cause  redema  and 
varicosities  of  the  lower  extremities. 

When  the  tumor  is  large  enough  to  fill  the  abdominal  cavity, 
pressure  upon  the  bowel  and  stomach  will  interfere  with  digestion, 
and  pressure  upon  the  diuphragui  will  hinder  its  excursions,  and 
thereby  interfere  with  the  functions  of  the  heart  and  lungs.  Great 
intni-alMJominal  pressure  caused  by  large  fibroids  undoubtedly 
embarra-sscs  the  functions  of  the  kidneys. 

Torsion  of  the  j>c<liclc  of  a  fibroi<i  is  poAiible;  furthermore,  it  is 
possible  for  a  fibroid  to  cause  torsion  of  the  uterus.  (See  Fig.  72.) 
In  this  manner  a  fibroid  may  be  completely  twisted  from  the  uterus. 
Such  an  event  must  necessarily  be  followed  by  gangrene  of  the 
tumor,  unless  an  adequate  blood  supply  is  conveywil  by  the  adlie- 
sions.  Immediately  upon  the  twisting  of  the  pedicle  there  la  severe 
alxlcminal  pain,  together  with  a  sudden  iiicrea.sc  in  the  .lize  of  the 
fibroid.  Vomiting  and  collftp.se  follow — the  clinical  picture  Wing 
nut  unlike  that  of  a  strangulated  hernia,  or  the  t«i.sted  pedicle  of 
an  ovarian  cyst.  \Mien  tht  torsion  is  partial  or  slow  in  its  develop- 
ment, the  symptoms  will  be  less  pronouncnl.  When  a  fibroid 
becomes  infectious  or  gangrenous,  the  event  will  be  ushered  in  by 
a  rise  in  letupemturc,  chills,  and  pain.  The  tumor  will  lie  tender 
to  pressure  and  incre-asctl  In  siite.  When  submucoiLs,  a  stinking 
discharge  will  come  from  the  uterus.  When  a  subperitoneal  fibroid 
becomes  gangrenous,  the  .'synipionis  are  less  characteri-stic.  Pain 
may  be  absent.  Rise  of  temperature  and  tenderness  on  pressure 
are  all  but  constant  symptoms.  The  usual  signs  of  peritonitis 
supervene  when  the  affection  spreads  to  the  peritoneum. 

Calcareous  degeneration  gives  rue  to  no  symptoms  suggestive  of 
the  condition.  There  m  hut  one  .sign  upon  which  a  positive  diag- 
nosis can  be  based,  and  that  is  the  expulsion  of  part  or  all  of  the 
growth  in  which  the  calcareou.s  deposits  are  found.  Thi.s  seldom 
occurs,  because  submucous  fibroids  rarely  calcify  and  are  seldom 
e.xpelle<]. 

Objectivfl  Signs.  It  is  evident  that  a  pusitive  diagnosis  cannot 
be  made  from  the  above  subjective  .signs.  From  them  we  can  only 
conclude  tliai  there  is  a  swelling  of  some  »ort  causing  the  pressure 
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symptoms.    A  phj'sical  exainitiatton  U  indtspensahle  in  making  a 
diagnosis. 

The  diognaais  is  based  upon  the  recognition  of  a  tumor  connected 
with  the  uterus  and  having  certain  fairly  definite  characteristics.  The 
recognition  of  a  fibroid  of  the  uterus  is  ortliiiarily  easy,  but  may  be 
rendered  diffi^tilt  by  various  circiimstanres.  In  onh'r  that  a  iling- 
□osis  of  fibroids  be  made  the  tumor  must  either  be  seen  or  outlined 
by  the  examining  haiitls.  Many  conditions  may  exist  to  render 
such  a  procedure  imp03.sihle,  and  At  such  times  the  dingno.<iid  must 
be  reser\'ed  until  an  exploratory  incision  has  been  mode. 

Small  interstitial  fibroids  can  only  be  suspectcil  from  the  size  and 
irregular  consistency'  of  (he  uterus.  In  Urge,  interstitial  fibroids 
there  is  difficulty  in  outlining  the  uterus  apart  frtun  the  tumor. 
The  sound  passed  into  the  uterine  cavity  will  locate  the  uterus,  and 
when  combineid  with  a  conjoined  examination  it  .shouhl  be  jwssihle 
to  determine  the  existence  of  a  fibroi<l  and  its  position  relative  to 
the  uterus.  In  outlining  the  respective  pcsitions  of  the  uterus  and 
tumor  it  is  important  to  recognize  their  difference  in  form  and  con- 
sistency. 

A  subperitoneal  fibroid  is  ordinarily  identified  by  a  conjoined 
examiniilion.  When  the  tumor  is  large  iilxloiniiial  [Md{>atiun  may 
alone  be  sufficient.  The  form,  consistency,  and  relation  to  the 
uterus  may  suffice  for  a  diagnosis.  Much  dependency  may  be 
pUceil  upon  the  firmer  consistency  of  the  tiimor  as  compareil  with 
the  uterus,  and  particularly  is  this  of  importance  in  differentiating 
a  fibroid  from  a  pregnant  uterus. 

As  with  iritersttlial  fibroids,  great  difficulty  tnay  be  experienoed- 
in  outlining  a  large  sessile.  STibi«'ritfineal  fibroid  fnim  the  uterus. 
The  irregirlar  outline,  the  firmer  cnn.sistency.  the  groove  or  angle 
which  tnay  mark  the  connection  between  tumor  and  uterus  are 
points  which,  together  with  the  use  of  the  sound,  .should  .•niffice  for 
a  diagnosis  m  the  majority  of  cases.  Greater  difficulty  is  experi- 
enced with  multiple  subperitoneal  fibroids. 

In  large  fibroids  a  vascular  souffle  is  often  heard  and  tnay  be 
mistaken  for  the  .sniifRc  of  pregnancy.  The  piiUatioiis  of  the  aorta 
may  be  IransmitiwI  through  the  tumor  and  be  mistaken  for  the 
fetal  heart  beat. 

Intraligamt'niary  or  broad  ligammt  fibroidjt  are  recognixed  by 
their  point  of  attaclunent  along  the  side  of  the  uterus,  by  their 
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U*s.scne4l  mobility,  Iiy  the  (xjurse  of  the  adnexa*  whirh  run  over  the 
tumor,  and  by  the  crott'dJng  of  lUe  uterus  to  the  opiiositc  side  of  the 
pelvis.  'ITie  growth  may  spring  from  the  supravaginal  portion  of 
the  cervix  or  from  the  side  of  the  uterine  body. 

Plate  VII.  rep^e^e^l:i  u  single  targe  subperitoneal  fibniitl  causing 
a  rounded  protuberance  of  the  atMiomcn.  Plate  \'!II.  represents 
an  aUlumeii  dijiteuded  by  multiple  siubperitoiieal  fibruids,  in  which 
the  irregidarities  arc  plainly  visible. 

Submucous  fihrouis  can  only  be  diagnosed  with  certainty  when 
they  are  .sit>ii  protruiling  through  the  cervix  or  when  |iHl|>ated 
through  the  cervical  canal.  The  hemorrhage  and  uterine  colic  will 
suggest  the  [losaible  presence  of  a  submucous  fibroid,  but  the  diag- 
nosis must  be  kept  in  rcsen-e  for  a  physical  examination.  Within 
the  uterine  cavity  the  linger  detects  a  firm,  niunded  tumor  con- 
nected with  the  uterus  by  a  broad  l>ase  or  pedicle.  l"be  fibroiti  may 
be  felt  an  a  circuiuscribcfl  bulglug  tumor  upou  the  mucosa.  With 
the  sound  or  rtirelle  .'iiuiilar  olwervations  may  Ik-  madcj  ttiougli 
with  less  certainty. 

FifmtuU  of  ike  eenyix  are  not  difficult  to  diagna^y*  when  attached 
to  the  vaginal  porlion.  Tlioir  attachment  to  the  cer\-ix  can  l>e 
ilemonstrated  by  ins]xx!tion  or  by  the  finger  and  sound.  Small 
interstitial  fibroids  of  the  cervix  are  recognired  by  the  firm,  rounded, 
and  sharply  circumscribed  area  of  resistance  which  churactcrizea 
tlieir  presence. 

The  lue  of  th-e  sound  in  the  diagnosis  uf  uterine  fibroids  is  not  to 
be  underestimated,  yet  its  application  should  be  restricted  to  tli« 
cases  in  which  a  conjoined  examination  fails  to  clex.r  up  ttic  diag- 
nosis. Aside  fumi  the  danger  of  infeclion,  there  is  the  adileti  risk 
of  [lerforatiug  the  uterus  at  a  point  possibly  thinned  by  the  tumor. 

(In'at  difficulty  may  be  experienced  in  the  passage  of  the  .•lound. 
The  tumor  may  Ije  impinged  upon  and  give  the  impression  that 
the  depth  of  the  uterus  Ls  short  in  contrast  to  the  usual  lengthening 
of  the  uterine  cavity  as  found  in  the  presence  of  submucoiu  and 
interstitial  fibnjids.  The  h1ui|«*  of  the  uterine  cavity  is  also  to  l»e 
note<l  by  the  souml.  It  may  be  eucroached  upon  and  greatly  dis- 
torted, so  much  m  that  the  .sound  cannot  be  pa.<u<ed  to  the  fundus. 

Palpation  of  the  Adnexa  and  Rotind  Ligaments.  In  favorable 
cases  the  iuVtes  and  round  ligaiiH-nts  euii  Ih.-  pa)[>ateiJ  In  a  conjoined 
examiuatioa.    It  is  observed  that  their  location  and  point  of  attacb- 
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the  tubea  and  round  ligaments  when  detennined  will  indicate  the 
ptuition  of  the  uterus  apart  from  the  tumor.  The  sound  will  con- 
firm the  findings. 

A  submucous  or  interstitial  growth  evenly  distending  the  uterus 
will  separate  the  attachments  of  the  round  ligaments  and  adnexte. 
An  intewtitial  Bbroid  of  the  anterior  wall  will  separate  the  round 
ligaments  and  tubes,  and  if  to  one  side  of  the  median  line  the  cor- 
responding tube  and  round  ligament  will  be  elevated  above  the 
other.  An  interstitial  fibroid  on  the  posterior  surface  of  the  uterus 
will  tend  to  approximate  the  appendages. 

If  the  fibroid  is  on  the  side  of  the  uterus  the  corresponding  round 
ligUDent  and  tube  may  be  elevated.    Fig.  141  illustrates  these  facts. 

The  diagnosis  of  malignant  degeneration  of  a  fibroid  is  discussed 
in  the  chapter  on  Sarcoma  of  the  Uterus. 

DZFTIBIHTIAL   DUON08I8  OT  FIBltOIDS   OT  THE   TTTERTni. 

Fibroids  of  the  uterus  commonly  appear  during  the  period  of 
wjcunl  maturity  when  pr^;nancy,  inflammator}'  lesions,  and  dis- 
placements arr  likely  to  arise,  and  it  is  for  this  reason  that  the 
diffinential  diagnosis  is  of  such  importance. 

tHiBKfiiTtJLL  PisBoin*.  CsmoTiir  llKTsms. 

I.  tlitfiuUr  mkuirMnrbt  <if  Ihr  utnvn  1.  r(u(<tttn  riiUiT>»n>rnL 

«nhw  lunMw  luv  mimII. 

3L  N<i4  >mmVt  hi  pmwum.  S.  CtMnntonlr  trmlt^T  lo  pmcurv. 

V  No  ItuiKvy  ■.>!  >nf*v<i>in.  !V  UminT  rt  infrciion. 

(^  Sym|4»«n»  of    Mkmnr  fatMTfa  not  S    ;*Tmp*>Ma»    ct     uMriiM    (sUrrh    p-D^tml^T 

Whon  the  tibn^kls  are  multiple  and  small  ii  niav  W  iin]x»s>iHle 
t\^  distitu^tiish  suoh  a  le^on  frvim  chrt»uic  metriii>.  Th«:'  ^ii;;ical 
hisl\>r»"  v'siniuM  Iv  rvlitxl  upon. 

&  IrirrwiinirT'.t  atif-r»r  .■»-e-.TT'fc'i»'w  ■^•^«^.       X   P>p«-r.l. 

*    l»TVK»l»f  "^J  iw.^T.-r.««rv»;  CTV»ik.  (    Kmt  .-<  fTv^^r  -fc..!.'  i,  -  i  -^ --tt-..».; 

>.    Fcii.    ■-.  - 

,-.      *.t.lf    Tt'U.      ■.-     ■  ■■    ■  r- 
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Of  greatest  imporlaiiee  in  tlie  difTerential  diagnosis  of  fihroid.s 
from  earlv  pregnane}*  is  the  uniform  rapid  growtli  of  the  pregnant 
uterus,  the  intermittent  uterine  runtmctinn.s  ami  rhanLcteristic 
doughy  consistency.  Ijiter,  when  positive  signs  of  pregnancy  are 
elicited,  there  should  be  no  mistaking  the  fact  of  pregnancy. 

Pm.  m 
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inbpvritiHMwl  AhnMd  ••(  inv  <ito-riia  In  Iho  tliird  inoiilli  of  prvKnsn«7.  On  Um  poaleriof- 
■uHiwr  irt  Uii-  \taAy  o(  Ihit  ulirrua  ttnO  crrvli  in  *  luird  aubpcrl(ui»^al  Uliroid  like  tAtit  «{  ft 
IMnl  hesd.  The  utsiiac  trail  i>  khnurmatl^  IhiL-kcm^l.  Thr  ovsry  in  cystic  anil  adhuml 
lolUc  tul>^  onJ  tit«rtia.     t»iHH.'iii»p|i  "»■•  rpmovi-d  bj  Or.  J.  Clarenrt-  W*b«l*r.l 

A  large,  soft,  interstitial  fibroid  may  evenly  distend  the  uterus. 
lis  soft  consistency,  regular  outline,  and  rapitl  growth  may  suggest 
the  prvM'nce  of  a  pregnant  uterus.  In  aildition  to  the  alnive  Bnd- 
iiigs,  there  may  be  nauseii  and  vomiting,  enlai^ment  of  the  breasts, 


334 


SPECIAL  JilAOXOSIS 


suftL-riiiifc  aiid  discdlorutiuti  of  the  vapiiiul  portion  of  the  cervix. 
With  HiH'h  a  cntHliiiem  it  may  he  iin[MXH.sihle  (o  makt*  a  iliagiiasis 
from  early  pregnancy.  Keeping  the  case  uin3er  olwervation  for  a 
lew  weeks,  it  will  be  note<l  that  the  growth  is  slower  than  in  preg- 
nancy, thai  there  are  no  intermittrtit  contractions,  and  that  none  of 
the  positive  5t};iiii  uf  pregiiancy  develops. 


Pl<i.  Its 


*^1 


\' 


Hultlplo  IntanUttft]  fltirolds  In  «  fiill-iKmi  |>n-||itii>it  iiti^iia.  Tli*  plaMiiht  la  rrtainnl  Ir 
•Itu.  Ttoe  IrrCKuUr  coRlnKiloiu  f.>f  I1t<.-  oWniailn-  x-tUr  jitvMiKOor  Ite  DbrvlU  t  union  uri- 
alMwn  by  Ibe  litvcuUroounii- of  the  uU-rliii'  tiivil}-.  I'llio  atcnu  wm  ranavnl  by  Dr.  J. 
DIkronc*  Wobaler  Inuunllnlvljr  follawliiit  ■  CinMf«an  «n!tloii.) 


But  the  dingnaiis  of  fibroids  complicated  by  pregnancy  is  often 
a  difficult  problem.  Small  suliperiloueal  lihmid.s  may  l>e  mistaken 
for  part  of  the  fiPtiis.  I'ndcr  the  inHuence  of  pregnancy  a  fibroid 
growd  rapidly  aiid  becomes  M)ft.    It  is,  buweveff  unusual  for  the 
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growth  to  bet-ome  as  soft  as  th**  pregnant  titcnis,  so  liy  the  ctmim- 
scribed  area  of  firmer  resistance  the  fibroid  is  omIiiie<i  Hpart  from 
the  prcgiiam  uterus.  If  the  examination  is  made  during  a  uterine 
contraction  this  difference  in  consistency  between  the  uterus  and 
fibroid  is  not  evident.  Kepeatei]  and  prolonged  exaiuinat!oii.s  may 
be  required. 

iVo  tumor  other  than  a  prtyjiartt  itterus  duipUiys  these  ttUermitteni 
r.ontraditmji. 

When  through  a  morbid  state  of  the  ccmtainei!  fretus  (he  uterus 
remains  in  a  eondition  of  tonic  contraction,  the  <h.4cover}'  of  an 
interstitial  fibroid  may  be  impomible.  When  in  doubt  as  to  the 
diagnosi.s,  and  the  condition  of  ttie  [xatient  does  not  deniaml  iniuie- 
diate  interference,  it  is  alwnys  advisable  to  awail  [levelopmBnis  and 
make  examinations  at  frequent  intervals. 


I,  Na  hiatnry  of  moant  iirr^ianBjr. 
S.  Hluw,  ooniinnr4  dovelafimcnt. 
IL  CnllaiaUTiwr  flrm,  mrvlj  MitL 

4.  atiarply  ctrciini*CTll><!<l  tumor. 

i,  Kx|>loT«Ton'  puiurlutv  EiriCBlive. 


1.  PrHiiuMtily  liiaory  o(  pr«*iou>  pivgT»n(qr. 

3.  Swlden  (iGrclopmcnt. 

I.  OonalatBiicy  at  Aral  \m  fluetiuitlnjc,  Uler  \m 
dougby. 

4.  UI-^cDtMiI  tumor. 

B.  Kaploratory  punrtur*— blood  oblalnrd. 


Gangrene  with  a  fatal  termination  has  been  known  to  follow  an 
exploratory  puncture  of  a  fibroid.  It  is  not  always  possible  to 
remove  blood  through  an  explomtory  needle  l»ccau.'*e  of  the  firm 
clotting.  In  tbi^i  event  an  exploratory  incision  must  be  sub- 
stituted. 

For  Uie  differential  diagnosis  of  uterine  fibroids  from  di-iplace- 
ments  of  the  uterus,  eureinonia,  sarcoma,  tul>al  and  ovarian  swell- 
ings, and  peine  exudates  sec  respective  chapters  on  these  subjecb*. 

A  ca.se  in  the  experience  of  the  author,  and  another  recently 
obser\'ed  by  Bayant  Holmes,  presented  a  soft  subperitoneal  fihroirl 
uear  the  liom  of  a  pregiuint  uterus  which  was  lliought  to  be  an 
ectopic  gestation.  In  Ijoth  cases  the  pregnancy  was  early;  the 
fibroids  were  not  discovered  until  the  pregnant  uterus  began  to 
rise  out  of  the  jh-Ivis,  bringing  the  softeiie<i  tumor  with  it. 

Tibroids  Imperil  Lile.  Kibroiiis  may  exist  without  the  knowl- 
edge of  the  individual  carrying  them,  .■\gain,  they  may  be  the 
souiTce  of  much  distress  and  may  he  the  direct  or  indirect  cause  of 
death.  The  following  «re  the  events  which  seriously  infiuence  a 
myomatous  patient. 
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1.  Hemorrhaga  is  the  tinmi  cunimon  tliough  not  (he  most  serious 
event.  Litik'  ir-*-*!  he  added  to  what  bus  alrefuiy  been  said.  While 
the  patient's  health  mar  W  seriousljr  inRuenced  by  lo«s  of  blood 
it  mu.st  \k  remembered  that  this  h  not  alone  the  result  of  a  loss  of 
larj^e  quantities  of  blood.  What  may  appear  to  be  an  insignificant 
amount  wiieri  continued  over  many  months  and  years  may  pro- 
duce a  chronic  anirmia  not  unlike  pernicious  aniemia  in  its  clinical 
features.  K-xcessivr  Weeding  fnjm  a  fibruid  during  and  betweeu 
meristnial  periods  usually  indicates  septic  itifeclion  of  the  uinmr. 

2.  CotnpUcating  Trtgntntj.  The  gravity  of  fIbroid.s  complicating 
pre^ancy  depends  in  great  part  upon  the  size  and  position  of 
the  tumor.  Submucous  fibroids  have  the  most  .serious  influence 
and  .std^penloneiil  the  lea.'it. 

A  submucous  fibroid  predisposes  to  al>ortinn,  interfere.'i  with  the 
complete  emptying  of  the  uterus  and  hence  renders  the  patient 
liable  to  infection  and  hemorrhage.  Septie  infection  and  sloughing 
of  these  growths  may  follow.  Subperitoneal  fibroids  may  Wcome 
crdematnus  or  infected  and  lead  to  peritonitis.  Twisting  of  the 
pedicle  of  a  subperitoneal  fibroid  is  an  occasional  accident  which 
leu<ls  to  severe  pain,  gangrene  uf  the  tumor,  and  peritonitis.  In  the 
Baudrloc<{ue,  ]81*i>-IlH)0,  were  85  cases  of  uterine  fibroids  com- 
plicateil  by  pregnancy.  Mfiheut  reports  67  of  these  Iiaving  gone 
to  full  term,  13  ahorte^l,  in  two  instances  abortion  was  Induced,  and 
death  occurre<l  in  two  cases. 

Tait  found  in  literature  39  cases  of  a  polypwd  myomuta 
complicating  pregnancy.  Of  this  ininiber  gangrene  of  the  tuoaor 
occurred  in  f>,  spontaneous  expulsion  of  the  fcetus  together  with 
much  loss  of  blood  in  3,  m)*omcctomy  in  7,  normal  delivery  in  10, 
nrntcrnal  deaths  in  S  (19.5  per  cent.). 

3.  Septic  infection  is  a.  most  serious  complication  and  demands 
immediate  and  rudical  trealmenl. 

The  infection  may  be  conveyed  to  the  fibroid  by  instruments 
and  fingers.  More  often  it  arises  through  an  infected  puerperal 
wound  uf  the  uterus.  Tumors  adhering  to  ImiwcI  may  l>e  Infected 
from  the  Iwwcl.  A  submucous  fibroid  prtttnnling  through  the 
ccr\-ix  into  the  vagina  may  be  so  constructed  as  to  partly  shut  off 
the  blftotl  supply  and  lead  to  ccdema  and  congestion  which  later 
may  result  in  gangrene  of  the  fibruid  with  all  its  remote  coiue> 
(juences. 
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A.  Torsion  of  the  P«dicl«.  A  lon^,  slender  pwllcic  of  a  subperi- 
toneal (ibruul  riiav  |>eniiit  of  rutaliun  uf  tlie  fiUroid  in  exactly  the 
saim-  manner  as  in  ovarian  cysts.  The  atx-ident  is  a  rare  one. 
Conditions  which  favor  rotation  of  the  H!>ruiil  are:  a  lunjc  slender 
pedicle,  free  fluid  in  the  al>donieti,  sudden  increase  tn  the  inlra- 
obdomiiia!  pr(*H,surc,  pn-jjinancy,  the  sudden  emptying  of  the  preg- 
nant utenjs,  and  lastly,  direct  injury.  The  conse<]Uences  of  such 
twisting  are  gangrene  of  the  fibroid  followed  by  peritonitis  unless 
su^ical  interference  is  limely.  Cak-arcous  fibroids  have  twisted  off 
and  have  l«ren  found  free  in  the  alwlominai  cavity,  giving  rise  to  no 
disturbances. 

h.  Impaction  in  the  ftinall  jielvis  may  occur  from  all  varieties 
of  Rbroid.s.  hut  it  is  far  more  common  in  subperitoneal  fibroids. 
This  event  is  especially  liable  in  pregnancy,  at  which  time  the  tumor 
and  uterus  are  growing  rapidly.  Retention  of  urine  may  be  causerf 
by  direct  preseiure  upon  the  uretlira.  Fretjuent  urination  results 
from  pressnrt^  uyum  the  bladder.  When  long  continued  the  bladder 
and  kidneys  may  suffer  jwrmanent  injury.  Blaml  Sutton  lays  down 
the  rule  that  "  when  a  woman  between  thirty-five  mid  joriy-f\ve  seeks 
reiief  hfcamc  she  Jtufjers  from  retention  of  urine  for  a  few  days  pre* 
ceding  each  menxtntal  flow  it  u  almost  certain  that  she  has  a  fibroid 
in  the  titfrui."  Broad  ligament  fibroids  are  especially  liable  to 
impaetiun,  and  llic  pressure  exerted  by  them  upon  the  ureter, 
pelvic  ni-HTs,  iind  b!iM>dve,sscls  may  early  become  .serious. 

6.  Iat«BtmaI  obstnictioo  may  arise  from  direct  pressure  of  the 
growtli  or  from  the  entanglement  of  the  intestinal  loops  wth  the 
pedicle  of  a  <»ul»pcritoneal  fibroid. 

7.  VBtiitir*  cbangea  in  the  fibroid  may  inigieril  life.  Fibroids 
grow  almost  invariably  during  the  [>rri<«l  of  gestation,  and  particu- 
larly in  the  early  months.  The  increase  in  the  size  of  the  tumor 
inay  be  so  rapid  and  to  such  an  extent  as  to  seriously  embarntss 
not  only  the  cvurse  of  pregnancy  and  labor,  but  also  the  functions 
of  the  alKlominal  viscera. 

During  labor  degenerative  changes  may  occur  in  the  fibroid  as 
the  direct  result  of  trauma.  .Such  tumars  are  usually  located  low 
in  the  pchTS.  Acitmling  to  Hammarsrhlug,  lliesi*  changes  are  not 
necessarily  dependent  upon  trauma,  but  may  arise  independently 
of  injury.  Tl  must  be  lulmittetl  that  fibroid  tumors  uf  the  uterus, 
even  of  large  proportions,  seldom  impede  the  progress  of  labor. 
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Statistics  from  tli«  large  cliniot  of  the  world  jtisliFy  this  asser- 
tion. 

During  the  l}^ng^n  period  the  usual  lendciK'y  uf  fibruiUs  is  to 
underfjo  involution  even  to  the  point  of  apparently  disappearing. 
Ilaniinarsohlag  finds  tlmt  tlw  sudden  ce^i^ation  of  the  very  free 
Wood  supply  which  exists  during  pregnancy  .sometimes  brings 
about  markwl  necrotic  changes  in  the  tumor  which  may  seriously 
affect  the  patient. 

(Glcma  of  the  lumor  may  oecnr  during  pregnane}*,  labor,  and 
the  lyiiig-iu  period.  During  pregnancy  such  an  event  must  be 
l(Kikcd  iijion  as  a  fortitiuite  hap[>ernn^,  ina-smuch  a.s  the  softening 
of  the  tumor  permits  of  such  moulding  of  the  growth  hy  the 
pressure  of  the  advancing  child   that  delivery  will   be  favored. 

Hemorrhage  from  tbe  severing  of  adliesiniis  may  arise  during 
the  latter  pari  of  pregnancy  and  in  lab»)r.  Fatal  results  are  recordet). 
This  event  is  especially  liable  when  artificial  reposition  is  attempted. 
Hemorrhage  and  peritonitis  have  been  known  to  result  from  the 
twisting  of  the  (Rxlicle  of  a  subperitt>neal  libroi<l.  Expulsion  of 
a  submucous  fibroid  during  la1>or  nnd  the  puerperium  is  a  not 
infrequent  event  and  may  be  followed  by  serious  infection. 

8.  Oudiopathy  of  nt«rin«  fibroids  is  a  CDndition  demanding  serious 
consideration  because  of  the  gravity  of  the  condition  and  its  fre- 
quent occurrence.  Various  functional  and  organic  lesions  of  ibe 
Iieart  an*-  fiuiiid  to  l>e  a.s.'ux-iatcri  with  uterine  fibroids  in  attout  40 
per  cent,  of  cases,  ntit  simply  as  a  coincidence  but  tvi  an  inevitable 
result  in  many  cases.  It  is  therefore  imperative  to  look  to  the 
heart  in  all  cases. 

The  explanation  is  not  always  forthcoming.  The  following  are 
presented  by  Wilson: 

a.  Excessive  size  of  the  tumor,  embarrassing  the  excursions  of 
the  riKs  and  diaphragm. 

6.  Pressure  upon  the  ureters,  primurily  affecting  the  kidneys. 

e.  Menorrliagia  causing  aniemia,  which  tii  turn  causes  nutritive 
changes  iti  ihi*  heart. 

d.  Disturbances  of  the  functions  of  the  cardiovascular  system 
fn>m  the  influence  of  the  tumor  upon  the  s\Tnpnthetie  and  cerebro- 
spinal .systems. 

r.  Rapid  failure  in  compensation  where  fibroids  complicate  a 
pre-existing  lesion  of  the  heart. 
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9.  Malignmt  degeneration  of  uterine  fibroids  occurs  in  3  to  4  per 
cent,  of  all  cases,  according  to  Winter.  These  changes  are  almost 
invariably  sarcomatous. 

Coincident  malignant  disease  of  the  uterus  with  fibroids  has 
been  frequently  obser\'ed,  but  to  establish  a  relation  of  cause  and 
effect  is  not  justifiable.  The  fact  that  they  are  coincident  should 
lead  us  to  consider  the  possible  existence  of  the  two  lesions  in  all 
cases. 


CHAPTER    XXVIII. 

THE  DIAGNOSIS  OF  CARCINOMA  OF  THE  UTERUS. 

TopfWRArnicAi,  Classipicatios. 

1.  VRginal  portion. 

2.  Cervix. 

3.  Body  of  utenitt. 
Etiology. 

Anatomical  Dug.s'osis. 
Clinical  Oiagnoris. 
Microscopic  Diaonosib. 

DrFJKREXTIAL    DiACNOSlS. 
DlAONnSLS  OK    EXTEXSIOS. 

Endothelioma. 

TOPOOHAPBIGAL    OLASSIFIOATION    OF    OAROXMOUA   OF   THE 

tTTERUS. 

Carcin'OMa  may  arise  from  any  portion  of  tlie  utenite  mucosa 
iMrth  williiii  the  iitonis  atui  covering  the  vagjiuil  portion  of  the  cer- 
vix.    The  rla-«ificntioii  pmpnwd  by  Huge  and  Wit  U  as  fallows: 

1.  Carcinoma  of  the  vaginal  portion  of  the  cervix,  ini-lmnng 
the  vagina!  .siirfnec  of  the  ecmx  from  the  external  os  to  the  vntilt 
of  the  vagina. 

2.  Carcinoma  of  the  cervix,  iiKhiding  the  mucosa  of  the  cer- 
vical cHiial. 

3.  Carcinoma  of  the  body  of  the  utams,  iiiclnding  the  mucosa 
from  the  internal  ns  to  ihi-  linnis  of  the  utcro.-*. 

It  will  \k  observed  that  the  location  of  the  new^rowth  is  not 
only  of  pnthnlopeal  Interest,  but  has  much  to  do  with  the  manner 
of  diagnosis,  the  clinical  manifestatiotts,  prognosis,  and  treatment. 


ETIOLOOT  OF  OAROINOMA  OP  TBE  TTTERUS. 

The  essential  cause  of  careitioma  is  as  yet  unknown.     Certain 
predisposing  causes  are  well  recognized  and  demand  consideration. 
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Age.  We  fiml  carcinoma  of  the  uterus  conivumifj  appearing  tihnut 
ike  time  of  tfir  Humopmutc.  Carcinoma  of  the  vafjinal  portion  more 
often  makes  its  appearance  iujuiwJiatuly  pret-etJing  the  menopause, 
and  carcinoma  of  the  liody  u-sually  appears  a  few  months  or  years 
later.  The  earliest  reconlcd  case  appeared  at  eight  years  of  age.j 
I  have  lately  ohserveil  a  case  of  caremoma  of  the  vaginal  portion 
in  a  woman,  aged  ninety-three  years,  forty-eight  years  after  the 
menopause. 

In  .SSSfi  eases  of  cancer  of  the  uterus  Gusserov  found  but  2 
originaling  hefore  twenty  years  of  age. 

Heredity,  while  playing  an  important  role,  is  of  less  importance 
as  an  etiological  factor  than  was  formerly  l>elieved.  In  142  cases 
of  uterine  carcinoma  Koger  ^^'illin^ls  found  that  hcro<lity  plays 
some  part  in  their  development  in  19.7  per  cent. 

Race.  It  has  been  said  that  the  degress  is  particularly  e.\empt 
from  carcinoma  of  [ho  iiTcnis.  T-aler  olwer\'ations  tend  to  disprove 
this  view,  indicating  that  the  negress  is  little  less  susceptible  than  the 
white  woman.  I'terine  carcinoma  Is  l>eheved  lo  lie  more  cnnmion 
in  Europe  than  elsewhere,  and  is  said  to  be  rare  in  the  tropics. 

Ghildbearing  appears  to  have  an  important  retution  to  the  devel- 
opmeiii  of  carcinoma  of  the  vaginal  portion.  The  author  has  seen 
but  two  carciiiomata  uf  the  vaginal  portion  in  nulHpane  whose 
cervices  have  never  been  dilated.  The  great  rarity  of  carcinoma 
of  the  ceri'ix  in  nullipara?  .speaks  for  the  influence  of  trauma  as  a 
factor  in  the  dcvclopmi'nt  of  cancer  Can'inoma  of  the  Iwily  of 
the  uterus  is  said  to  be  more  frequent  in  nuUiparie. 

There  can  Ije  no  question  that  the  inflammatort/  lesums  of  ike 
w/(T)M  (endometritis  am)  erosions)  are  not  seldom  tht  starting 
pointj!  of  carcinoma;  but  that  .scars  in  the  cervix  are  such  is  justly 
questionable.  While  fibroids  and  carcinoma  are  often  associated 
in  the  uterus,  it  is  not  probable  that  the  one  is  in  any  way  depen- 
dent upon  the  other  for  its  existence.  So  fretpienily,  howetrr,  ur 
carcinoma  found  to  deveiop  in  a  myomatous  nUnix,  that  wf  are 
jusiified  in  regarding  rvUh  nuipirum  nf  carcinovm  a  myomatous 
vitrus  thai  begins  to  hlerd  aftrr  the  mrnopaujir. 

Carcinoma  of  the  uterus  is  found  more  frequently  in  the  lower 
orders  of  society.  These  classes  are  more  susceptible  to  and 
neglectful  of  infections  and  traumatisms.  On  the  other  hand, 
the  lesion  is  less  frequently  seen  among  the  uncivilized  classes. 
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Cohnkrim*s  ikeortf  of  cell  inclusion  i-i  not  supported  hy  obsenra- 
tious  iiuule  upuii  the  carcinoiuatuii»  uttrruK. 

I.eopoUI  coiifludi-s  fmin  n  series  of  (■xpt'riiiu-nl.i  thut  pure  cuUures 
of  the  blastomvcetes  mav  be  found  in  fresh  carcnnonxa  of  the  ovarv. 
He  injecrted  ii  pure  eiiUiire  into  the  testicle  of  a  mt.  The  nnimal 
died,  ami  on  the  peritoneum  were  found  nodules  in  which  were 
similar  hlastoniyeetie  urgiinisins.  I^opcjld  infers  that  ihU  urganiam 
may  he  the  cause  of  carcinoma  in  man. 

Tlie  jrequetwtj  of  rarctnoma  of  ike  titmut  is  variously  stated. 
Welsh  found  that  in  .'J  1 ,482  cases  of  earcinomc  29.5  per  cent,  were  of 
the  uterus.  In  point  of  frequency  the  uterus  takes  second  rank  to 
the  stocnach  a.s  a  primary  seat  i>f  carcinoma.  There  can  Im;  no 
douht  but  carcinoma  is  on  the  increase,  though  it  is  only  fair  to 
admit  that  the  perfectetl  means  of  diagnosis  account  in  Urge  part 
for  the  .statistics. 

Roger  Williams  estimated  that  over  10,000  women  suffered  from 
uterine  carcinoma  in  England  and  Wales  in  IS9N.  Hu  further 
estimated  that  of  the  deaths  occurring  in  women  over  thirty- 
five  years  of  age  one  In  thirty-five  is  due  to  carcinoma  of  the 
utertLS. 

AKATOMIOAL  DIAQNOSIS  OF  CARCINOMA  OF  THE  UTERUS. 


I.  Carcinoma  of  the  vaginal  portion  of  the  cervix  may  tend  to 
grow  superficially  into  the  vapna,  forming  ii  polyjwid  or  euiiliflowcr 
growth,  or  it  may  deeply  infillratc  the  cemx. 

1.  GaoUBQwer  camaonu  of  the  vaginal  portion  of  the  cervix  is 
seen  as  a'sessile  or  pedunculated  growth  arising  from  one  or  both 
hps  of  the  cervix.  Tt  varies  in  size  up  to  the  complete  filling  of  the 
vagina.  The  surface  is  generally  covered  with  a  slimy,  gangrenous 
deposit.  The  whole  mass  hleeils  rejidily  to  the  touch  and  is  friable. 
The  surface  is  uneven,  nmhilar.  |XjK-poiiI,  or  villous. 

2.  Infiltrating  carcinonia  of  the  vftginal  portion  of  the  cervix  appears 
in  the  early  stage  ;f'  an  irregular  thickening  and  hanleniug  of  the 
oerrtx.    The  aiitcn<ir  li[>  is  nuwt  often  first  involved. 

Cullen  distinguishes  three  stages  according  to  the  degree  of  int]!- 
tration  and  ih.sintegmtion  of  the  cervix.  While  this  clas-sihcation 
is  purely  arbitrary,  it  will  Im*  found  convenient  for  purposes  of 
dewriptiuD. 
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Stage  I.  This  is  the  Sla^/e  of  Infihraiion  in  the  absence  of  disin- 
tegralioi).  The  surface  is  hard,  frialjle,  and  uneven.  Tlie  color 
of  the  surfaf-e  is  glisten inf;,  hluish- while,  rrciss-sertions  of  the 
growth  show  a  gray  or  yellowish-gray  surface,  often  cutting  like 
cartilage.  Fibrous  striatiuns  are  .seen  to  cuurM-  through  the  struc- 
ture, isolating  nests  uf  friable  homogeneous  tissue,  the  so-called 
cancer  nest*.  By  squeezing  the  surface,  these  ne^ts  tiiay  be  emptied 
of  their  cell  contents,  leaving  small,  .shallow  ilepn-.'vsions.  Such 
nests  are  not  to  be  confused  «-ilh  Xalmthian  follicles  filled  with 
inspissated  mucus.  The  two  may  be  found  in  the  same  section. 
Unfortunately,  cancer  of  the  vaginal  portion  is  .icldom  observed  at 
tliis  stage,  iHDCau-se  of  the  mild  symptoms  which  prevail.  Not  infre- 
(picntly  there  is  an  entire  al>sence  of  symptoms,  While  iin[M)Ssible 
to  say  without  an  anatomical  dissection,  it  is  probable  that  the 
growth  is  still  confinol  to  the  cervix.  Vet  it  must  lie  borne  in  mind 
that  not  only  regional  but  general  dissemination  of  the  carcinoma 
may  occur  at  this  stage. 

Stage  2.  This  is  the  Stage  of  Moderate  Ouintefpration.  'llic 
carcinomatous  tissue  has  partly  disintegrateil,  leaving  u  depression 
with  irirgiilar.  hard,  elevated  margins.  The  liase  of  the  ulcer  is 
uneven,  and  covered  with  a  stinking  slough  of  a  grayi.sh-yclhiw  or 
gangrenous  clmracter.  l^pon  handling  the  affected  ti.ssue  bleeds 
freely  and  is  friable.  In  this  stage  the  growth  Is  rarely  confined 
to  the  cervix.  More  than  half  the  vaginal  tissue  may  be  lost.  I'lrera- 
tion  of  a  cancerous  growth  does  not  usually  begin  until  the  iliseaw 
has  run  alxnit  haK  its  course.  In  a  small  pro[Ktrtion  of  cases  the 
growth  never  ulcerates.     (See  Plate  XLIV.) 

Stage  'i.  This  is  the  Stage  of  Complete  Dmniegraiion  of  the 
Vaginal  Portion  of  ike  Cervix.  In  the  vault  of  the  vagina  is  a 
sloughing,  stinking,  ragged  crater.  N'o  cen'ix  is  to  be  seen  or  felt. 
The  vaginal  walls  are  inva<led  and  form  the  margins  of  the  crater. 
The  paravaginal  connective  tis.sue,  broad  ligaments,  and  utero- 
sacral  ligaments  &tv-  infiltrated.  The  growth  Is  slow  to  pa.s.s  beyond 
.the  internal  os  into  the  cavity  of  the  uterus,  but  may  extend  to  the 
fundus.  Isolated  cancerous  nodules  may  lie  in  distant  portions  o( 
the  vaginal  wall,  ('ontact  growths  may  develop  upon  opposing 
surfaces.  The  bladder  is.involveil  Uite,  and  the  rectum  still  later, 
a.s  a  nde.  Only  in  the  very  lale  stage  is  the  iK'riionciim  invaded. 
The  iliac  glands  are  the  first  of  the  lymphatics  to  l>c  invaded,  but 
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structure  with  a  thin  shell.  The  lips  of  the  cervix  mny  dose  in  over 
tlie  (^>wth.  hiding  it  from  view.  It  is  feUloni,  if  ever,  that  the  lips 
are  ilisiiilegnited,  Imt  in  the  late  stages  tliey  nre  infiltrated  and 
gtazed.  On  cross-section  the  carcinomatous  muss  is  cartilaginous, 
yellowish-white,  and  gli-stening.  The  advancing  hnnler  is  irregular 
and  Wends  into  the  normal  tUsue.  The  ImkIv  of  the  ulenis  an<l 
vof^na  may  l>e  invatlwl  either  try  direct  extension  or  by  metustitsLs. 
The  cemcal  canal  may  be  occluded  by  the  new-growth  ami  be 
followed  by  flui<l  distention  of  (lie  uterus  Cpyonietra  and  hieniato- 
metm)  aiml  \y\\\r^  ('Iiyrirnsiilpiiix.  h!i-niatosal[«nx.  an<!  pyasalpinx]. 

Extension  of  Carcinoma  to  Smrouncting  Structures.  The  para- 
vapinnl  connertive  tissue  is  jnvade<l  comparaiively  early.  It  is 
unusual  to  ohscr%'e  a  case  before  the  broad  ligaments  are  involved, 
hence  ilic  prognosis  is  grave. 

The  peritoneal  cavity  is  invade*!  late.  The  tuljes,  n^'aries,  bladder, 
and  rectum  are  seldom  attacketl.  The  iliacs  are  the  first  of  the 
lymphatic  glands  to  be  invaded.  Metasta.si.s  to  di.stant  organs  is 
jtaid  to  .seldom  occur.  Roger  Williams,  however,  found  20  per  cent. 
of  his  cases  hoA  disseminated  cancerous  foci  in  ilistant  parts  of  the 
body.  Adenopathy  has  been  known  to  super\'ene  two  years  liefore 
death,  though,  h.s  a  rule,  death  follows  nuich  uiore  closely  upon 
ihe  involvement  of  the  glands.  .Winter  found  the  iliac  glands 
involved  in  22  per  cent,  of  cases  of  cancer  of  the  cervix.  He  found 
four  case-s  of  advanc<^d  cancer  of  the  cervix  without  involvement 
of  these  gland-t.  Eniil  Ries  has  made  extended  olwer\ation»  on 
the  involvement  of  the  lymphatic  glands  in  cancer  of  (he  cervix. 
He  ha.*  shown  that  the  glands  of  the  pelvis  are  often  cancerous 
when  no  larger  than  normal.  Again,  they  are  sometimes  enlai^ed 
from  a  hypcrpU.sia,  the  result  of  an  ulcerative  process  in  the  growth. 
Extensive  glandular  involvement  contra  indicates  all  but  palliative 
treatment. 

The  percentage  of  glandular  involvement  in  uterine  carcinoma 
i.s  difficult  to  determine.  Peisser  estimates  that  .y)  per  cent,  of 
uterine  cancers  are  accompanied  by  glHiidular  involvement,  and 
Williams  estimates  72  per  i«nt.  These  investigations  were  not 
verified  by  the  microscope,  hence  cannot  be  reliable,  for  Ries  has 
conclusively  shown  that  there  may  be  no  enlargement  of  the  glands 
in  advanceii  cancerous  invasion  of  the  gland  structure.  Ries 
further  .states  that  tlie  sixe  of  the  cancer  in  the  cer\'ix  Is  in  no 
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regalar  prafmrtiao  to  tfaf  size  of  the  a^ected  glu)d.  He  lepocts  a 
caw  of  his  own  in  wiiicb  the  primarr  cancer  in  the  vaginal  portioo 
va^  nrx  la^Ker  than  a  thumb-nail,  bat  the  largest  caoceroiLi  gland 
vai  the  size  of  a  pigeon's  cfg^. 

It  is  of  dinical  interest  to  inquire  whether  the  parametrium 
M  aJwajs  inrolveri  |mor  to  the  pelvic  Irmph  giantU.  If  so.  then 
failure  to  detect  infiltration  of  the  parametrium  would  lead  us  to 
infer  that  the  pelvic  glands  are  not  involved,  and  hence  the  Ries- 
Wertheim  operation  for  dealing  with  the  pelvic  glands  would  noC 
be  indicated.  Puppd,  Cullen.  Piyor,  Kellv.  and  others  are  of  this 
opinion,  but  Wertheim  and  Ries  warn  us  of  the  uncertaintr  of  sudi 
conclusions.  The  onlv  posidve  means  of  demonstrating  the  presence 
or  absence  of  canxxr  cells  in  the  pelvic  Ivmph  glands  is  afforded  by 
serial  microscopic  sections.  Williams  points  out  that  in  advanced 
cases  of  cervical  cancer  the  supradavicular  glands  are  occasionallr 
enlarged  rTrousier's  sign;.  For  a  more  extended  discussion  of  the 
subject  of  the  Ivmph  glands  in  uterine  cancer  see  Gellbom's  article 
in  American  Gynectdogy,  November,  1902. 

III.  Cmrcinoma  of  tiie  Body  of  the  Utenu.  Carcinoma  mav 
arise  from  anr  part  of  the  mucosa  of  the  uterine  body,  either  as  a 
circumscribed  or  as  a  diffuse  growth.  The  surface  is  ne\'er  smooth. 
It  begins  as  a  sha^y  growth  studded  with  delicate  villosities, 
which  may  later  enlarge  and  coalesce  into  poh^ps  or  form  twig-like 
prcx^.tse.s  with  numerous  offshoots.  In  late  and  far-a<l%-ance»1  cases 
the  growth  presents  the  appearance  of  brain  tisi^ue.  The  entire 
uterine  (.-avity  may  \ye  filled  with  the  cancerous  growth.  The  nius- 
rulature  of  the  uterus  is  veiy  slowly  invade«l,  ami  it  is  for  this 
reason  that  ranoer  of  the  bo*ly  of  the  uterus  is  regarrled  as 
relatively  l»enign. 

Oil  cross-section  the  invading  carcinomatous  tissue,  with  its  pale, 
!iorno((pncous  and  glistening  appearance,  is  in  cttntrast  (o  the  mus- 
culature. The  advancing  bfjnler  is  irregular.  When  the  serous 
covering  of  the  uterus  is  invarle<l  small  grayish-vcUow  ntxlules  are 
wen  U'lieath  the  serosa.     The  growth  is  usuallv  late  in  sloughing. 

Kxlensioti  fnjin  the  IkkIv  of  the  uterus  is  cxtrenielv  slow.  The 
internal  os  is  rarely  trespa.s.sed;  the  broad  ligaments  art*  not  itifil- 
tratc'l  until  late.  The  |H'ritoneum  may  be  directlv  iiivadeil,  but 
this  is  late,  if  at  all.  The  bladder,  rectum,  tubes,  an<l  ovaries  com- 
monly escajM;  invasion.     Metastasis  to  <listant  parts  of  the  liodv  is 
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late,  and  may  never  occur.  Kroemer  believes  we  find  metastasis 
more  rommon  in  carcinoma  of  the  iitrrine  IkmIv  than  of  anv  other 
part  uf  tlie  uterus. 

As  to  the  frequency  of  carcinoma  of  the  body  of  the  utenu, 
Schatz  says  that  it  occurs  in  2.o  per  cent.,  while  Schauta  says  in 
13.S  per  cent.,  of  all  carcinoniata  uf  the  uterus. 


OLINIOAL  DIAGNOSIS  07  OAROINOMA  OF  THE  UTERUS. 

A  work  of  this  character  could  do  no  greater  ser\-icc  than  to  ero- 
phn-sij!e  the  importance  of  an  early  diagnasis  in  oarcinorna  of  the 
utcru.s  and  to  [X)int  out  the  methoi].^  of  making  such  a  diagnosis. 

So  dfjxtrlure  from  Ike  tiornuU  iruwstfuiU  fiow  thovld  be  regarded 
as  trivial  in  advanced  ycara  of  life.  We  are  not  to  be  content  leiih 
the  rupposiiion  thai  it  it  a  fthenomenon  of  the  change  of  life — too 
mantj  livrjt  have-  hern  HtUTi^ved  hy  .tuck  \nftrrnee*. 

It  is  the  family  physician,  not  the  ^peciali-st,  who  6rst  sees  these 
cases,  and  it  is  to  him  we  must  kwk  for  the  early  recognition  of  the 
danger,  if  not  for  a  [wsitive  diagnosis.  The  practitioner  mu.st  I* 
firm  in  lii.s  demand  fur  a  locul  e.xumination.  Ignorance,  sloth, 
prejudice,  and  false  modesty  are  to  he  discountenanced.  Where  the 
phy.siciau,  after  a  .searching  examination  into  the  cnu.se  of  the  hem- 
orrhage, fails  to  satisfy  him.self.  he  shoidd  apfwat  to  the  specialist, 
whose  services  at  this  time  are  uf  greater  value  than  in  the  treat- 
ment of  the  case,  for  the  reason  that  it  takes  greater  skill  to  make 
a  diagnosis  in  these  <louhtful  cases  than  it  does  to  remove  the  uler 
after  the  iliagtiofiis  is  made.  Siiiee  the  early  recognition  of  carcinoma 
of  the  uterus  rests  uj«in  the  micro-scopic  examination  nf  scrapings 
and  excised  pieces  of  the  suspectetl  portion,  it  is  self-evident  that 
only  thow  es]»ecially  trainwl  in  the  work  are  competent  to  make 
such  a  diagnosis. 

We  may  speak  of  acute  and  chronic  cancers. 

Acnte  cancers,  inrltiding  those  which  run  their  course  within 
a  year,  are  fr(-(|uently  met  with.  Kiwi.sch  observed  a  ca.se  winch 
ran  its  entire  course  in  five  weeks,  and  Martin's  ca,se  died  within 
oioe  weeks  of  its  inception.  A^uHX'iated  with  the  growth  in  the 
uterus  are  febrile  symptoms  and  general  dissemination. 

Chronic  cancers,  including  those  which  rim  their  course  in  three 
years  or  more,  are  rare.     Barker '.s  cajic  continues!  eleven  years. 
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Carcinoma  of  the  uterine  htwiy  i-s  slow  in  its  ermrse  at  compHi 
with  carciimraa  of  the  ccn-ix  or  vagEnnl  portion.  Odebrecht  ob- 
tatiitid  a  permanent  recovery  by  operating  on  a.  cancer  of  the  body 
five  years  and  four  months  after  it  was  known  to  exist. 

Symptoms  in  the  early  stu^>,  wliile  there  is  yet  time  to  interfere, 
are  al  best  only  .siipj^e-siive  of  the  lesion. 

Hemorrbag'e  is  usually  the  first  of  the  symplonu  to  appear. 
It  i.s  at  first  excited  by  :^onie  phv-siciil  exertion,  such  as  .straining  at 
stool,  liftlnjf  burdens,  and  seximl  intercourse.  All  departures  from 
the  tuiruiai  menstrual  How,  or  all  losses  of  blood  not  in  relation  to 
the  menstrual  jieriod,  call  for  a  can'fiil  examination.  The  older  the 
individual  the  greater  the  probability  of  carcinoma.  In  carcinoma 
the  loss  of  blood  i.s  at  first  slight;  more  rarely  tines  it  iH-gin  with  a 
profuse  flow.  A  watery  discharj[e  may  precede  the  flow  of  blocxl 
weeks  and  nicmths,  and  is  highly  suggestive  of  carcinoma.  The 
patient  becomes  aniemic,  and  strength  fails  as  a  result  of  the 
heiuorrhage.  In  the  lale  stage,  when  there  is  gR*at  enfeebleiueut, 
heniorrlmge  bec'imes  le.ss  profuse,  and  may  almost  ccilsc. 

IiOUCOrrhces  i-*  almost  invariably  present,  at  first  in  the  form  of 
a  waterv,  odorless  discharge,  later  ils  a  thicker  while  or  yellowish 
fluid,  and,  finally,  a^  a  stinking,  dirty,  bloody  discharge.  Such  a 
discharge  can  only  be  re-giinled  with  suspicion;  it  is  in  no  sense 
pathognomonic,  and  may  1h'  late  in  making  its  appearance.  Slough- 
ing rUiniids,  decoinpo.siug  placental  ti.ssue,  and  senile  cnihMnelritis 
may  causc  a  similar  dLsrlmrge.  As  in  hemorrhage,  so  with  such 
n  leucorrhcea,  a  careful  examination  is  imperative. 

Fain  is  seldom  an  early  manifestation  of  carcinoma  of  the  utcnL^, 
an<I  is  less  rebable  as  a  guide  to  diagnosis  than  is  hemorrhage  or  leu- 
corrhira.  Not  itifnspienily  the  growth  is  far  advanced  before  pain 
is  experiencwl.  In  such  cases  the  pain  begins  when  the  growth  has 
cxtende«l  beyond  the  uterus.  Pain  and  hemorrhage  are  often  in 
inverse  proportion.  The  ]>ain  is  aggravated  by  the  conge.stion,  and 
when  the  flow  of  blood  is  con»i<lerable  the  congestion  is  relieved, 
and  this  in  turn  le-tscns  the  |>aiii.  Roger  Williams  found  little  or 
no  pain  in  one-seventh  of  his  ca.scs.  When  present  the  pain  of 
uterine  rancera  is  generally  referred  to  the  groin,  thighs,  .sacral  or 
hypoga.<ttrie  nrgions.  In  the  early  stages  the  pain  is  of  a  itul!  aching 
and  dragfpng  character.  letter,  as  the  adjacent  structures  are 
involved,  the  pain  may  be  severe  and  constant. 


DlAOyOSTS  OF  CARCtSOMA  OF  THB  UTERUS 


349 


Miscellaneous  symptoms  arise  from  extension  to  the  swrruuiid.- 
ing  stnu-tures.  The  howels  become  eonstipntcd,  and  ilefenition  is 
{lainriil  from  the  pressure  of  the  (frowlh.  .Vs  ihe  reetuin  U  iiivtt«Ier| 
a  mucous  or  uiucolicuiurrhaf^c  dischurge  comes  from  the  rectum; 
finally,  »  rerlnvaginal  fistula  develops.  In\'asion  of  the  btiidder 
caii-se^i  frc<[Uent  urination,  irritability  of  the  bladder,  bloody  urine, 
and,  finally,  a  vesicova^nal  fistula. 

^^'hen  the  cellular  Ussue  of  the  pelvis  w  involved  there  may  be 
pain  referre«l  lx>  tlie  gnjiti,  tliighs,  nnd  lejrs.  Giiietna  of  the  legs, 
often  of  one  side,  may  reault  from  an  involvement  of  the  veins  and 
lymphatics  of  the  pelvis.  In  almost  every  case  of  advanced  carci- 
noma of  the  utertLH  the  kidneys  are  involve*)  ami  unemie  symptoms 
may  be  manifest. 

Cachexia  develops  in  the  advanced  stage,  though  it  may  he 
surprisingly  late  in  making  its  appearance.  The  above  symptoms 
are  responsible  fur  the  eaeliexia. 

Uterine  cancer  {wttents  seldom  take  to  their  l>ed  until  at  least 
half  of  the  Course  of  the  disease  is  run.  Occasionally  the  general 
health  faib  from  the  tieginningof  the  lesion,  and  on  the  other  hand 
death  has  been  known  to  result  from  the  disease  without  niiirkc<l 
general  sjTnptoms.  A  gradually  increasing  asthenia  usually  brings 
the  ca»e  to  a  fatal  termination. 

I.  The  di&gnosls  of  carcinoma  of  the  vaginal  portion  of  the 
cervix  can  l»e  made  with  greater  ease  ami  certainty  than  in  any 
other  portion  of  the  uterus,  because  of  the  greater  accessibility  to 
touch  and  sight. 

In  the  iiifdtrHting  form  with  an  overlying  covering  of  muc<His 
membrane  the  diagnosis  is  dilfieult  without  the  aid  of  the  micro- 
scope. 

The  hmoflening  of  the  cervix,  the  irregular  nodular  surface,  the 
cartilaginous  consistency,  and  the  glistening,  bluish  color  are  not 
suflicieittly  ehunicterislic.  The  friability  and  tendency  to  bleed 
when  grasped  by  a  tenaculum  or  when  the  finger-nail  is  gouged 
into  it,  are  regartiet!  by  many  nf  large  clinicftl  exprnrnce  as 
characteristic  of  cancer,  and  altogether  reliable  in  making  a 
diagnosis. 

While  much  reliance  can  be  placed  on  these  signs,  the  microscopic 
examination  of  an  excised  piece  of  the  susiMftwi  pi>rtion  must  lie 
regarded  as  the  conclusive  test,  without  which  a  [K>sitive  diagnosis 
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is  often  impossible.  Whcii  ulceration  follows  the  diaRnosis  Is  made 
M'ith  greater  ease.  The  hsinl,  glisteninfj.  irregularly  elevated 
border,  together  with  the  friability  and  lendeiiey  In  bleed  when 
Iiandlwl,  leaves  little  doubt  as  tn  the  carcinuinatous  nature.  There 
is  then  little  need  for  the  microscope  to  cmifirm  the  diagnosis. 

A  t-auliflowrr  growth  is  more  readily  recognized  as  malignant 
tliun  the  infiltraiiiiij  form,  yet  pupillary  erosion  must  be  excluded, 
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and  to  make  a  careful  ditTerentiattun  the  microscope  will  often  be 
fuumi  indispensable.  The  greater  llie  clinical  exj)erience  of  the 
examiner  the  larger  will  lx>  the  percentage  of  cusas  in  which  tite 
dtoj^osis  can  be  made  from  the  clinical  signs  and  symptoms. 
But  there  will  remain  a  certain  number  in  which  the  diagnosis  can 
only  be  made  by  a  n)icms<-u|)ic  exaniinntion  of  at)  fxrisei]  piece  of 
the  suspected  portion.     (See  Microscopic  Diagnosis,  page  363.) 


T)i«  o«rvtx  I*  alm<Mt  compivtaly  diakntcgratwd.     Tlia  vaglnst 
murtmo*  I*  Inlaol. 
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n.  The  diagnosis  of  carcinoma  of  the  cervix  is  mrety  made 

early,  liwaust  llie  growlli  is  out  accessible  to  the  seiis*r  of  touch  or 
sight,  hiiiWon  as  it  h  almve  the  external  os.  Indeed,  the  gnmth 
m«y  go  on  to  an  advanced  »ta^,  destroying  the  mucous  membrane 
and  underlying  connective  tissue,  and  yet  be  unsuspected.  Where 
the  destruction  of  ti-isuc  is  seen  through  a  vaginal  speculum  the 
diagnusi»  is  nut  difficult,  but  this  is  not  pu.'<»ible  in  the  early  -slugej 
when  a  rmlical  cure  is  a-ssureil. 

When  the  ccr^-ix  Is  artificially  dilate<l  blewling  Is  ppofiise  and 
tearing  can  scarcely  be  avoided.  The  finger  or  cureite  gouges  out 
ftiabic  masses.  The  friability  and  bleeding  of  the  tissue  arc  so 
diaract eristic  a.s  to  leave  little  doubt  of  the  carcinomatous  nature  of 
the,  growth.  It  is  i»carcely  necessary  to  resort  to  the  microscope 
to  cuofirm  the  diagnosis. 

HI.  The  dia^osis  of  carcinoma  of  the  body  of  the  utenu 
presents  the  greate.'Jt  iw-wiblc  difficulties.  There  are  no  symptoms 
thai  may  be  regarded  as  pathognomonic;  the  lesion  is  beyond  the 
reach  of  the  examining  finger,  and  cannot  be  brought  under  inspec- 
tion. The  general  nutrition  of  the  individual  bears  little  relation 
to  the  stage  of  the  growtli.  She  may  retain  her  weight  into  the  last 
stage.    uS<v  Plate  XLVI.J 

ilcmorrhage,  a  foul-smelling  di.scharge,  and  pain  occur  in  the 
order  named,  but  it  is  possible  for  one  or  all  of  ihei^e  symptoms 
to  1>e  absent,  and  more  often  there  is  nothing  in  the  symptoms  to 
suggest  anything  more  serious  than  endometritis. 

//  everif  meruitrual  irrcguiaritt/  occurring  late  in  life  and  etrery 
intrrmmMnial  or  pasimenopaiisal  hetnorrfLage  were  regarded  \nth 
suspicion  of  carcinovia,  and  a  thorough  search  made  into  the  caujtf, 
few  carcinomaia  of  the  uterus  wmdd  long  go  unrecognized. 

It  is  usual  for  the  menstrual  periods  to  have  been  regular,  for  the 
menopause  to  have  pa.*wil  in  the  ordinary  way,  and  for  some 
months  or  years  to  have  intervened  before  the  appearance  of  hemor- 
rhage. The  author  lately  saw  a  case  in  which  the  menopause  had 
been  passwl  forty-<'ighi  years  when  hemorrhage  returnctl.  Kven 
fv'ith  this  long  inten'al  the  patient  and  friends  thought  the  loss  of 
\i\ow\  was  due  to  a  reluni  of  the  menses.  Their  suspicions  were 
confirmed  to  their  entire  satisfaction  when  the  flow  of  blood  ceased 
in  a  few  days  and  returned  in  four  weeks.  This  disposition  on  the 
part  of  the  patient  to  believe  tluit  po.^! menopausal  hemorrhages  are 
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the  return  of  the  mensM  is  too  fre<mcntly  responsible  for  tlieTigl 
rate  uf  inurtality  in  carcinonui  of  the  uterus. 

There  is  little  difference  in  the  siihjective  signs  of  carcinoma  of  the 
body  of  the  uterus  and  those  of  the  cervix  or  vaginal  portion.  The 
eonstitntiorial  effi-rts  appear  much  slower.  It  is  impoHsibU'  to  say 
whrn  the  growth  Ijegins.  We  commonly  date  the  appearance  of 
the  carcinoma  from  the  time  of  the  onset  of  the  watery  discharge  or 
hemorrhage,  but  il  is  to  be  borne  in  mind  that  these  sj-roptoms  may 
be  due  to  endometritis  which  has  not  as  yet  developed  into  a  malig- 
nant growth;  and,  on  the  other  hand,  these  symptoms  may  follow 
weeks  and  months  after  the  beginning  of  malignant  degeneration. 
The  slow  growth  of  cnrcinonm  of  the  l>ody  of  the  uterus  is  illus- 
trated by  a  case  of  Cullcn's,  in  which  a  hysterectomy  was  performed 
two  years  after  the  onset  of  symptoms,  and  the  disease  was  seen 
to  have  made  little  progress. 

In  a  ca.se  operated  upon  by  Dr.  J.  Clarence  Webster  the  symptoms 
began  three  years  previoiLS  to  the  operation.  The  growtlt  was  still 
apparently  confinwl  to  the  body  of  tlie  uterus. 

We  now  see  that  the  subjective  signs  cannot  be  relieil  ujwn  in 
making  a  diagnosis,  and  that  we  must  depend  largely  upon  physical 
signs. 

Bimanual  palpation  of  the  aterine  body  shows  a  slight  uniform 
enlargirinetit,  together  with  some  degree  of  softening.  In  the  early 
stage  the  size  and  consistency  of  the  uterus  are  not  changed.  In 
the  advanced  stage,  when  the  growth  has  extended  to  the  serosa* 
small  nwlules  may  be  palpated  on  tlie  uiiier  surface  of  the  uteru.s, 
giving  the  impression  of  small  snliix-ritnncnl  fibroid.s. 

Xxploration  of  tb«  uterine  cavity  i.s  essential  to  a  positive  diag- 
natis.  Thi.s  U  accomplisheil  by  the  examining  finger,  the  sound, 
or  the  curette. 

.\fter  dilating  the  cervi.x  sufficiently  to  adinil  the  index  fuiger, 
the  entire  surface  of  the  endometrium  can  be  explored.  Soft, 
friable,  and  irregular  elevations  upon  the  surface  are  locate<l,  and 
may  he  scraped  off  by  the  finger  for  a  microscopic  examination. 
It  is  possible  in  the  eaHy  stage  for  the  growth  that  is  not  distinctly 
raiserl  altove  the  surface  to  escape  the  examining  hiiger. 

The  uterine  sound  will  detect  (he  irregularities  upon  the  surface 
of  the  eiKU»iietriinii  witli  le-ss  certainty,  and  will  afford  much  less 
intelligent  information  regarding  the  consistency  and  extent  of  the 
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growth.     In  carcinoma  the  sound  will  sink  into  the  soft  growth 
und  cause  cijnsid^fniblc  bli-eiling. 

All  exploratory  curettage  followed  by  a  microscopic  examination 
of  the  scraping?!  will  liiipply  au  absolute  meaiu  of  making  a  diiig- 
nnsis,  and  shotihl  1h-  nuulu  tn  every  case,  no  matter  what  the  other 
findings  may  be. 

UICROSCOPIO   DIAGNOSIS   OF   GARCINOHA   OF   THE   ITTEBtrS. 

We  have  learned  that  an  early  diagnosis  of  carcinoma  of  the 
uterus  i^  seUluin  made  from  clinical  manifestationf  or  from  the 
naked-eye  appearances  of  the  growth;  that  the  only  positive  means 
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'.^uJdng  Ul  eariy  diagnosis  is  by  a  nilcmscopic  examination  of 
'cKOMd  pieces  and  of  scrapings  removed  by  the  curette. 
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I.  Oarcinoma  of  the  Vaginal  Portion  of  the  Ceiriz.     In  ad- 

vanwd  cases  hIich*  IIhti;  is  ii1irrii(i<pii  nf  the  cervix  and  whcri-  Ihe 
vagina  and  parametrinm  arc  infiltrated,  a  microscopic  examination 
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Is  seldom  necessary.  In  the  early  sta^  no  chamcterislic  features 
may  be  observed  by  the  nnked  eye,  and  it  is  in  such  casca  that  the 
microscope  is  itidisjjt-nsable. 

The  tenhnitftir  of  rxi'uting  a  piece  of  the  errvix  for  a  mierojicopic 
examination  is  to  sterilize  the  vagina  as  for  a  vaginal  operation;' 
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Pftplllnry  carriliorm*  ttt  ihn  cnrvix. 

gmsp  the  cervix  with  a  tenacuhiin,  and  with  knife  nr  scissors  remove 
a  wedge  including  |>art  of  the  suspectetl  portion  and  part  of  the 
ftpparently  hcfllthy  tissue.  Fnllowing  the  inrision  rntgut  sutures 
are  used  to  close  the  wound,  and  the  vapna  is  packed  with  gauze. 
An  ana^thetic  is  desirable,  though  not  absolutely  necessarj'. 


^' 
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The  microscopic  uppearruice  of  an  infUiruting  Kquamoug-cell  carri^ 
noffia  of  thr  cervix  is  that  of  many  layers  of  flat  epithelium  varj-ing 
greatly  in  size  and  in  form  fmm  the  normal  epilhelJum  of  the 
vn^nal  portion.  The  eelU  may  Im'  no  lar^r  than  a  leukocvte,  or 
cuiisiderably  lai^r  than  normal.     I'he  nuclei  are  relatively  laT;ge, 
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often  segmented.  They  lake  a  ileep  stain  and  show  many  karyo- 
kinelie  figures.  A  variable  aniimnt  of  protoplasm  surroiinils  the 
nuclei.    'XTic  cells,  grouped  in  inv-gularly  projecting  columns,  invade 
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Ptullieialion  of  llie  iiu(iertlclii1  ccilumn.ir  r|>ltlicl:Uii .,    ii -fi>no«l  ppiUieliutDi  U  Mieli 

to  lii*md«  lUtt  ooonvcdvv  Uwu*  lii  Uie  act  vt  fi»nuinK  •  nrallKiiiint  kUumI. 

the  underlying  tissues  and  may  finally  wholly  replace  the  cervix. 
AlxHit  the  niar|i;inH  of  these  pn>je(*tihg  cclumns  is  a  round-cell  infil- 
tration of  the  connective-tissue  stroma.     Cross-aections  of  lhe% 
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Tvii1ih>ralffln    r>r   lh»   itu|i«tilol>l  t'ol  iDntinr   vpilliiilitim.      Ttio    n- '  .  iiiK-'nimi 

flxtenil*  mitwanl.  hirnihiji  inplllnrj  pnijrcilonn  Into  wbltrh  (ioi>n««-li>'  i<-  ir^jrcl 

to  tona  m  rrfriitEwork.    'J'ti«-r«-  :i>  iin  fnvuitiin  "I  the  t^nnoctlv*  tiMue.    I'lic  li^urr  K-iitivnila 
Ihn  bvsJnning  of  a  iiMlignaiit  |HipJIUi7  i^towtli. 


epithelial  columns  appear  as  "cancer  neata"  (Fig.  153)^  and  in 
them  "  cancer  ptarls'"  (Fig.  152)  are  found. 

The  mimmsrpic  diagtwnji  of  a  caiJifiatvtr  carcinoma  of  the  vtujinal 
portion  of  tftc  cervix  b  to  be  made  from  an  excised  piece  of  the 
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suspected  portion.  The  sections  must  be  mode  perpendicular  to 
the  cen'ix,  in  onler  to  olwervt-  tht  cpitla-lial  Invasion  of  the  lutter. 
Tiic  fiiigi'r-likr  [»rr)jrc*ii(n)s  whirh  aggregate  ti)  tntikc  ii  cauliflower 
growth  arc  composed  of  a  framework  of  connective  tissue  which 
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Chnc«r  pearl  cotnpoaMlor  conc«ntn«  taren  ol  hamtllMl  epittariliifti. 

contains  a  central  bluodvctsel,  uiany  round  cells,  and  n  variable 
niitntHT  of  invfldinj;  epithelial  cells  (Fig.  154).  The  .surface  U 
covered  with  many  layers  of  sfjiiamniis  epithelium  not  unlike 
those  described  abo%'e  in  the  infiltrating  form  of  carcinoma.    The 
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0*iw«r  nr*l  villi  a  i 


epitlieliunj  invades  the  underljing  connective  tissue  of  the  cervix, 
and  it  \»  tln.s  feature  that  gives  the  malignant  character  to  tbc 
growth.  Cancer  nests  may  .■thow  various  stages  of  degeneration. 
Giant  cells  are  relatively  abundant.  Hyaline  ile^neration  of  the 
Ct^nc'cr  celU  is  pommun,  and  the  nuclei  may  be  fra^menteil. 
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formations.  Groups  of  epithelial  cells  bud  from  either  side  of  the 
lumen  of  a  pluml  and  unite  to  fdrrn  a  bridge  ueross  the  glaiul.  Kverit- 
unlly  the  lumen  of  the  gland  may  be  filteil  u'ith  epithelial  eelU. 

In  tiu  essential  way  due^i  eareinoina  of  the  cervix  diHer  from 
carcinoma  of  the  bofly  of  the  uterus. 

III.  Carcinoma  of  th«  Body  of  th«  Uterus.  In  eamnotna  of 
the  body  (»f  ibe  utoni.s  we  .see  a  great  variety  ttf  histological  forms. 
In  general  there  at*  found  the  adenocarcinoma  and  the  alveolar, 
very  rarely  the  squamous-cell  carcinoma. 

Adrnocarcinoma  may  assume  a  tj'pe  sometimes  spoken  of  as 
mutiguaut  adenoma — i.  e.,  a  gluiulular  growtli  iti  which  the  glands 
an-  greatly  increased  in  number  and  invade  the  musculature. 
There  is  but  a  single  layer  of  epithelium,  and  the  glands  are  very 
irregidar  in  outline  ami  often  increased  in  -size.  It  is  difficult  to 
differetiliate  an  early  malignant  adenoma  from  an  advanced  type  of 
hyperplastic  glandular  endometritis,  or  what  is  sometimes  called  a 
benign  adenoma.  Gebhard  describes  two  varieties  of  malignant 
adenoma — the  everted  form,  in  which  the  gland  irregularities  pro- 
ject outM'anl  from  the  lumen,  and  the  inverted  form,  in  which  the 
irregularities  project  into  the  lumen  of  the  gland.  The  two  fornw 
are  often  combined. 

^Ml«n  in  addition  to  irregularity  in  outline  and  great  increase  in 
the  number  of  the  glands  the  epithelium  proliferates  to  form  two 
or  more  layers  and  the  Iwisement  membrane  w  broken  through,  we 
have  formed  the  adniorarcinoma. 

Alveolar  carcinoma  may  form  by  the  complete  filling  up  of  the 
gland  lumen  in  the  advanced  stage  of  adenocarcinoma,  or  the  sur- 
face epithelium  may  invade  the  underlying  tissue,  giving  rise  to 
flu'  formation  of  "cancer  nests." 

Squamous-cell  Carcinoma  of  the  Body  of  the  Uterus,  llierc 
arc  but  few  aultientic  cases  of  s()uamous-cell  carcinoma  of  the 
botly  of  the  uterus  reported.  To  deny  the  possible  existence  of 
such  growths,  as  does  Cullen  in  his  admirable  work  on  Cancer  oj 
the  Ulerut,  is  unwarranted  from  a  study  of  the  recorded  c-ases. 
That  multiple  layers  of  siiuamous  epithelnmi  of  a  jjerfwlly  benign 
character  are  found  has  been  well  pstablish<'d  by  \cx\,  Gebhartl, 
Ries.  and  others.  It  is  only  reasonable  to  infer  that  such  i>eniga 
metamorphosis  may  in  turn  become  trunsformecl  into  squamous- 
cell  carcinomata. 
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Combtnotton  of  Squamous-cell  Cat-clnoma  and  Adeno- 
carcinoma of  the  Corpus  Ulert. 
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Zelter,  in  1SS5,  ubfiened  in  the  scrapings  uf  all  forms  of  endo- 
inctriti.s  isoliiUil  uim-'^  of  Ntnitifit*i)  .si|miliiious  epillii'tiiim  showing 
none  of  the  characters  of  h  inahgnant  growth.  Gebliard  and  Meiige 
made  similar  obser\'ations  in  gonorrhtral  endometritis.  Werlh 
examined  the  mucosa  ten  days  after  curettage,  finding  Islets  of 
8(|uamous  epithelium  In  the  moutlis  of  glands.  Gutt5clialk  and 
Winkler  recor<l  similar  obser^'ations  in  the  endometrium  of  preg- 
nancy in  the  6fth  and  third  months,  respectively.  Opitz  and  Geb- 
hanl  founti  .tmall   papillar)'  elevations  in  the  deridua,  compoaed 

^of  three  or  four  layers  of  sc|Uamou.s  cells.  Meier  and  FrietllS^nder 
made  observations  on  the  uteri  of  fcctu-ses  and  infants,  in  which 
they  demonstrated  isolate<l  patches  of  ."iquamous  epithelium,  four  to 
six  layers  in  thickness,  the  luweruiost  layer  l>eing  cylindrical,  the 
upi>cnnosI  layer  honiified,  anil  the  intermediate  layer  cubical  in 
form.  Heugge  reports  two  cases,  forty-four  and  forty-nine  years 
of  age,  in  which  curettage  wa.s  performcil  for  the  rtinlrot  of  hemor- 
rhage. Tn  l>oth  were  founrl  transformation  and  proliferation  of 
the  epithelium  into  stratihed  squamous  epithelium,  occupying  the 
glands  and  the  surface  of  the  mucosa. 
In  none  of  the  alxive  reconled  ca-sft-i  wa.s  there  evidence  of  malig- 
nancy. The  benign  metamorphosis  occnrrefl  from  the  ninth  month 
of  fetai  life  to  tlie  forty-ninth  year.  Bebkiser.  Ilofmeier,  and  Geb- 
hard  each  dcscriVictl  a  case  in  which  the  benign  stratifiw!  epithe- 
lium became  transformed  into  a  malignant  squamous  epithelial 
growth.  Kaufman  curettes!  the  uterus  of  a  wotTian,  aged  sixty- 
four  years,  who  had  suffered  from  uterine  hemorrhage  six  years. 
In  the  scrapings  were  typical  fields  of  adenocarcinoma,  together 
with  nesLs  of  .sfpiamous-ct-ll  carcinoma  containing  cancer  pearls. 

It  is  probable,  as  Winter  sav-s,  that  these  growlh.s  never  ari.sc 
directly  from  cylindrical  epithelium.  It  is  more  likely  thai  thmugli 
mechanical,  cliemiai!,  and  myotic  influences  the  cylindricjil  cells 
prtpltferate.  become  flattened,  and  subsequently  undergo  malignant 
transfonnation. 

Plate  LI.  Ls  drawn  from  a  .specimen  removed  by  Dr.  J.  Clar- 
ence Webster  in  the  Presbyterian  Hospital  of  fliicago.  In  the 
specimen  is  an  interstitial  fibroid  of  the  uterine  body  Ijing  directly 
posterior  to  a  cauliflower  growth  of  the  endometrium.  This  endo- 
metrial growth  is  about  two  inches  in  diameter,  is  soft  and  friable, 
and  shows  no  visible  dt^cuerative  changes.    The  remainder  of  the 
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endometrium  is  apparently  normal.  Microscopic  sections  show  an 
adenocarcinoiim.  Typical  in  form  and  intimatfly  ussofiatwl  with 
malij;tiaii1  glands  are  art'as  itf  ap[>arently  sfiuummis-fell  carcinoma. 
In  the  field  will  be  seen  glands  partially  filled  with  flat  epithelium, 
and  cells  showing  transition  stages  from  ihe  cylindrical  to  the  flat 
cells.  No  cancer  pearU  are  found.  After  a  thomugh  search  through- 
out the  endotrictriuiii  nut  involved  in  the  cauliflower  growtli.  I 
could  find  no  endent  metamorphosis  of  the  surface  epithelium. 
It  i-s  probable  that  the  existence  of  the  flat  epithelium  may  be 
accounted  for  by  (he  presence  of  the  encroaching  fibmiil — a  result 
of  pres-turc. 


I.   THE  DXTFERENTIAL  DIA0M0SI3  OF  CARGIKOHA  OF  THE 

UTERUS. 

Oarcinoma  of  the  vaginal  portion  of  the  cervix  is  to  be  dif- 
fereutiatf*!  from  eversion  of  the  nnurou.-J  menibnine,  enwion.s  of 
the  cervix,  decubitus,  tulxrculous,  and  syphilitic  ulcers,  follicular 
degeneration  of  the  cervix,  metritis  coH,  and  sarcoma. 

Zversion  of  the  macous  membrane  of  the  cervix  follows  lacera- 

tion  of  the  (Trvix.  Vit-wiiig  die  cervix  ihrcjugli  a  apei-ulum,  the 
eversion  is  often  exaggerated  by  the  traction  made  by  the  speculum 
upon  the  trrvix.  Gra-sping  the  two  everted  lips  of  the  cer\'i.\  with 
tenaculaand  bringing  them  together,  the  evcrtwl  mucous  membrane 
is  rolled  in,  leaving  a  normal  appearing  cen"i.\.  The  suspected 
portion  ui  not  friable  and  does  not  bleed  freely  when  handle<J. 
Finally,  if  a  section  of  the  everted  mucosa  is  examined  uinier  the 
microscope  it  is  seen  to  be  eitlier  uumial  or  liypertnipliieil.  There 
is  no  evidence  of  an  epithelial  invasion  of  the  underlying  tissue. 

Srosion  of  the  cervix  [mucous  patch)  may  be  confusetl  w\i\\ 
carcinoma  when  having  a  papillary  surface  or  when  <le<*ply  in- 
durated. Erosions  seldom  bleed  so  freely  as  does  carcinoma,  and 
the  tissue  is  less  friable.  Where  doubt  exists  a  microscopic  exami- 
nation of  an  excised  piece  of  the  suspecte*!  portion  will  confirm  the 
diagnosis.  Nu  epitlielial  inva.sioii  will  lie  found  la'ticalh  the  base- 
ment membrane. 

Decubitus  tilcers  of  the  cervix  due  to  pressure  from  ill-fitting 
pessarict  and  friction  of  the  tt'r^-ix  and  thighs  in  pntlapsus  uteri 
are  reeogmxeU  by  their  punched-out  appeanwce,  the  absence  of 
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hard,  cicvatcti  margins,  the  granular  bed  in  the  absence  of  indura- 
tion, and,  finally,  by  a  microscopic  examination  of  excise<i  pieces 
of  the  ulcers  in  which  there  13  found  no  epithelial  invasion  of  the 
underlying  structures.  On  removal  of  the  pessar}-  and  replacing 
the  pmla[»e4l  uterus,  there  is  a  temlency  to  Itealing  which  in  never 
present  in  carciimniiifous  ulcers. 

Tuberculotu  ulcers  of  the  cerrix  are  rare  as  compared  with 
carcinoma.  A  tuberculous  family  history,  the  presence  of  tuber- 
culosis elsewhere  in  the  body,  and  particularly  in  tlie  upper  grnitjil 
tract,  will  suf^.st  the  pcusible  nature  of  the  lesion.  The  tul>ercu- 
lou:i  ulcer  I1U.S  a  ragged,  undermineil  nmrgiii  in  contrast  to  the  hard, 
elevateil  margin  of  a  carcinomatous  ulcer.  The  l>cd  of  the  ul(*er  ia 
not  indurated  as  in  carcinoma,  and  may  W  sluddr*!  with  tuWrcles 
and  crtvereil  with  a  yellowish  secretion.  Miliary  tubercles  may  .sui^ 
rouml  the  margins  of  the  ulcer.  There  is  not  the  tendency  to  bleed 
when  handled,  nor  is  the  tissue  so  friable  as  in  carcinoma.  Finally, 
a  microscopic  examination  of  excised  pieces  will  reveal  the  tulwrcles, 
giuril  cells,  ami  possibly  the  tubercle  bacillus,  and  there  will  be  an 
absence  of  deep  invasion  by  the  epithelium.  There  is  a  tendency  to 
Ileal  by  cicatnzation  not  seen  in  cancerous  ulcers. 

Iteyea  spealcs  of  ulcerative,  miliary,  papillar}',  and  hyperplastic 
tuberculous  endocer\'icitis.  Papillary  tuberculous  endocer%'icitis, 
aceoriling  to  Keyea,  is  distinguished  from  a  cauliflower  carcinoma 
by  the  following: 

1.  Not  bleeding  wj  freely  or  so  early  as  carcinoma. 

2.  More  elastic  and  velvety  and  less  friable  than  is  carcinoma. 

3.  Commonly  occurring  during  the  period  of  sexual  maturity, 
while  carcinoma  owurs  later. 

4.  Great  variations  iu  history  and  in  duration. 

5.  Microscopic  examination  showing  lesions  typical  of  tubercu- 
losis ami  the  alwence  of  epithelial  invasion. 

A  syphilitic  ulcer  is  single,  shallow,  and  deeply  indurated;  the 
berl  of  the  vilcer  is  covered  with  a  grayish-yellow  deposit,  and  the 
margins  are  not  elevated  but  are  described  as  serpiginous.  The 
discharge  is  .slight.  There  is  a  temlency  to  heal  by  cicatrisation. 
Multiple  ulcerated  piipules  may  be  present.  Under  the  micro- 
scope there  is  noted  an  absence  of  epithelial  invasion  of  the  cervix. 
Secoiidar)'  sj-philides  assume  the  form  of  erosions  and  condylomata. 
There  is  usually  an  absence  of  induration  and  the  lesions  are  mul- 
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tiple.  These  diantcteristit's  together  with  the  history  and  the  pres- 
ence of  syphihtk-  legions  elsewhere  in  the  body  should  render  the 
diagnosis  possible. 

Tertiary  syphilitic  affectians  of  the  pnrtio  are  found  in  the  form 
of  gumitiata,  more  or  less  dilluse  fibrosis,  and  ulcent.  The  ulcen 
may  iippear  gangrenous  and  lead  to  confusion  in  the  diagno.'us. 
Nolbing  short  of  anlisj-phititic  treatment  and  n  microscopic  sec- 
tion uf  tlie  ulcer  can  determine  the  true  nature  of  the  lesion. 

Follicular  degeneration  of  the  cervix,  or  what  is  commonly 
knoivu  us  a  fulliculur  erosion,  is  destribeii  uii  page  'M.H.  The  cer*'is 
may  In-  con.siderably  enlarged,  irregular,  and  nodular.  Cutting 
into  the  irregular  elevations,  insplssatwl  mucus  escapes.  The 
auspccTted  tissue  is  tough,  [uit  friable  as  in  carcinoma,  imd  does  not 
bleed  when  handled.  The  niicnwcop*-  shows  dUternhnl  glands, 
with  an  intact,  overUing  mucosa  not  invading  the  underlying  con- 
nective tissue. 

An  interstitial  fibroid  of  the  cervix  is  commonly  a^^ociated 
with  similar  gn>wil]s  in  tii^*  kMiily  of  tlic  uUTiis.  The  tinnor  in  firm, 
sharply  circumscribed,  and  shows  no  tendency  to  friability  and 
bleeding.  On  rross-seetion  and  under  the  microscope  a  fibrou.s  or 
fibromusfular  structure  is  seen. 

Metritis  coli  is  a  chronic  inllaniinalion  of  the  cervix  causing 
such  thickening  and  hardening  of  the  tissue  as  to  su^^.iit  malignaut 
inrdtration.  The  enlargement  is  uniform  as  coiitra-steil  with  the 
in-egnlar  growth  of  tlie  carcinomatous  cervix;  there  is  an  al>sence 
of  the  cartilaginous  firmness  of  the  cervix  of  the  first  stage  of  car- 
cinoma, and  there  is  no  bleeiling  on  handling.  In  doubtful  cases 
section  uf  the  suspected  tissue  should  lie  submitted  to  tlie  micro-^ 
scope. 

Sarcoma  of  the  cervix  cannot  he  diagnosed  from  carcinoma 
without  the  aid  uf  the  niicrasco[)e.  The  clinical  hi.stury  attd  flie 
naked-eye  appearance  of  tlie  growth  will  not  .suffice  forn  diagnosis. 

Abel  lately  claims  to  have  hit  upon  a  valuable  diagnostic  point 
in  squamous-cell  carcinoma  of  the  cer\*ix.  He  finds  by  the  Weigcrl 
resorciii-fuclisin  stain  the  presence  of  elastic  fibres  surrouiirling  the 
uetvLS  of  the  e])ithelium  ami  ruiniing  iH'tween  individual  epithelial 
cells.  In  benign  epithelial  growth.s,  such  as  condyloma  of  the  cer^ 
vix  ami  [>apillary  erosions,  elastic  fibres  are  found  at  the  margins 
of  epithelial  groups  and  do  not  nm  between  individual  cells. 
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II.    DITFERENTUL   DIAGNOSIS  OF  OAROINOMl.  OF   THE 

CEEVK. 

The  ditferential  dia^osis  of  carcinoma  of  the  cervix  is  miuie 
from  mucous  poU-ps,  submucous  fibroids,  and  cystic  degeneration 
of  the  glands  of  the  cervix.  In  all  of  these  the  absenee  of  friability, 
the  xlight  !)lecthng  when  handled,  finfllly,  and  conclusively,  a  micro- 
scopic exaiuinaliun  of  the  .su.spected  tissue,  determine  the  iliagiioiiis. 


III.  THE  DIFFERENTIAL  DIA0N08IS  OF  OARODtOMA  OF  THE 
BODY  OF  THE  UTERUS. 

The  differential  diagnosis  of  carcinoma  of  the  body  of  the  uterus 
is  from  endometritis,  submucous  and  interstitiut  fibroids,  retaineil 
placental  tUsuc,  syiicylioma  nmlignuin,  hydatiforui  uiole,  urteriv- 
aclerosis,  sart-oma,  and  endometritis. 

Endometritis  may  closely  resemble  carcinoma  of  the  body  of 
the  uterus  in  its  clinind  manifestations  and  in  ils  macroscopic  and 
microscopic  appearances. 

The  symptoms  of  endometritis  may  be  identical  with  those  of 
carcinoma,  In  !>oth  of  tlieae  lesions  all  fiyniptonis  may  be  absent 
or  :ju  iasigiiif]cant  as  not  to  concern  the  }mtieiit. 

A  naked-eye  examination  of  the  endometrium  after  removal  of 
the  uterus  or  of  scrapings  removed  from  the  uterus,  while  sufficiently 
characteristic  in  many  cases,  may  Iw  altogether  misleading.  It  not 
infrequently  happeiu  that  the  only  way  to  make  a  [MwUive  diagntKsis 
is  by  die  iiiil  of  the  niicru,scope.  Indeed,  it  \»  tmltj  hy  an  exjthraiort/ 
currtiagr  and  a  micro^ropif  examination  of  the  srraping.t  that  an  early 
diagnosis  of  carcinoma  of  the  uterus  van  be  made. 

Carcinoma  of  the  body  of  the  uterus  is  so  insidious  in  its  development 
and  to  alow  in  itt  progress  that  ii  heromes  imperative  to  regard  with 
suspicion  al!  krvwrrhages,  hmprvtr  slight,  when  ucmrririg  late  in  life, 
amf  to  adoise  an  exjtloratorg  curettage  when  the  caiLie  of  the  hemop- 
rhage  is  not  accounted  for. 

In  making  a  microscopic  examination  of  suspcctwl  .•icrnpings  from 
the  utenis  we  are  to  determine  whether  the  glands  are  more  irreg- 
ular in  outline  than  the  glands  of  hyperplastic  and  h\-pertrophic 
endometritis;  whether  they  arc  so  increased  in  number  as  lo  do 
away  with  the  inlerglandular  connective  tissue  to  an  extent  not 


364 


SPECIAL  DIAGNOSIS 


ohsorvpf!  in  endometritis,  and,  Biially,  whether  the  epitliellum  U 
proliferated  and  broken  through  the  hiuicnient  niomUriine  and  is 
found  within  the  interglandiilar  connective  tissue.  These  three 
findings — that  is,  great  irregularity  of  the  glands,  great  increase  in 
number  of  the  glands,  and  proliferation  of  the  epithelium  beyond 
(he  basemeut  lueuibrane — serve  to  distirtfiuisli  adeiioctireinoma  und 
malignant  Uflviuima  frf>ni  glandular  endumelntis.  One,  two,  or  all 
three  of  these  features  may  be  found,  and  are  to  be  regarded  as 
characteristic.  The  hi.st,  however,  is  by  far  ihe  mo.st  reliable. 
Occasionally  there  will  !«•  founil  a  specimen,  the  characler  of  which 
cannot  be  iletennineU  with  certainty.  Such  cases  should  either 
be  treated  as  if  malignant  or  should  be  kept  under  close  observa- 
tion. 

Submucous  and  interstitial  fibroids  may  present  all  the  clinical 
e\idences  of  malignancy.  This  is  especially  true  in  gangrene  of 
tlie  fibroid.  Hemorrhage,  leucorrhtea,  pain,  and  emaciation  may 
all  be  in  evidence,  and  suggest  the  pre.sence  in  the  uterus  of  a 
malignant  growth.  An  e.\pluralury  curettjige  and  a  microscopic 
examination  of  the  removed  particles  will  e.stablish  a  diagnosis. 

\  fibroid  bulging  into  the  uterine  cavity  may  l>e  identified  by 
sound,  curette,  or  the  examining  finger.  It  is  to  be  borne  in  mind 
tliat  fibroids  and  carcinoma  may  coexist  in  the  body  of  the  uterus, 
and  we  arc  not  to  be  content  with  the  finding  of  any  ^ngle  cause 
for  the  symploms.  but  are  (o  exclude  all  possible  causes. 

Retained  Placental  Tissue.  Portions  of  the  placenta  may  \te 
retaine<i  in  the  uterus  an  indefinite  length  of  time — weeks,  mojiths, 
anil  ye^rs  after  the  lerniiiifilion  of  labor  and  alwrtion.  Hemor- 
rhage, leucorrha-a,  and  pain  tnay  rc-suIt,  giving  a  clinical  picture 
that  may  be  mistaken  for  carcinoma  of  the  body  of  the  utenis. 
The  leaion  is  most  Ukely  to  be  found  during  the  period  of  sexual 
maturity,  while  the  J^_\^nptom8  of  carcinoma  of  the  uterine  body 
seldom  appear  Itefon*  the  cliniacteric  (lerioib  and  mure  often  some 
time  after  the  menopause. 

A  positive  diagnosis  can  only  be  made  by  an  exploratory  curet- 
tage and  a  micm.scopie  examination  of  the  .scrapitigs.  In  recent 
coses  the  placental  tissue  may  be  recognized  by  the  naked  eye,  but 
in  caAcs  of  long  standing  mere  shadows  of  placental  tissue  may  Itc 
recognizeil  by  the  microscope.  The  presence  of  decidual  cells  and 
chorionic  villi  in  the  scrajiings  determines  the  diagticuos. 
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The  glands  of  pregnancy  are  so  varied  and  irn-gtiUr  in  form 
as  to  suggi'st  tlie  |>os.sibiHtv  of  «iuli|frmnev  where  ])regnancy  has 
not  been  susperttxl.  The  interglaniliilar  connective  tissue  mav  be 
aloKist  ealirely  lost  hy  pressure  of  tbe  enlargeil  glands.  The  glands 
seldom  run  ut  right  angles  tu  the  surface  and  may  run  almost 
parallel.  Their  outlets  are  constricted  by  the  surrouuding  decidual 
rell-s,  while  their  (Un-pcr  portions  an*  wi(]cly  ilisteiMletl.  As  a  rule, 
a  single  layer  of  epithelium  lines  them,  but  more  than  one  layer 
is  oecasionallv  found.  The  epithelium  is  flattened  or  cuboidal.  A 
niiinbcr  of  layers  of  flat  epithelium  have  been  obsencd  in  the 
glands.  There  is,  however,  no  invasion  of  the  interglandular  con- 
nective liasue  by  the  epilheliutn,  and  herein  lies  (he  differentiation 
from  malignant  glands.  The  finding  of  decidual  cells  surrouuding 
the  (glands  will  suggest  their  chararter. 

Mucous  polyps  of  tlie  uterus  are  frequently  (he  cause  of  hemor- 
rhage. AVhile  more  common  during  the  age  of  sexual  maturity, 
they  may  lie  founil  at  any  age,  even  years  after  the  menopause. 
The  luicrtwcopic  picture  dues  not  differ  essentially  from  that  of 
endometritis.  The  ab-senee  of  epithelial  [miliferation  and  in\'asion 
of  the  (in*lf]lyiiip  contiec'tive  tissue  will  excluiie  carcinoma. 

The  decidua  of  ectopic  pregnancy  may  Iw  confused  with  car- 
cinoma where  pregnancy  is  not  suspecterl.  The  scrapings  from 
the  uterus  of  an  ectopic  pregnancy  may  appear  to  the  naked  eye 
not  unlike  tliose  fruin  a  cHrcinoma.  Viewed  under  the  microscope 
Du  doubt  should  arise.  In  assoeiation  with  the  decidual  cells  are 
the  glands  of  pregnancy,  givnng  a  picture  not  to  be  confused  with 
eareinonia. 

Taberculous  endometritis  may  closely  simulate  earrinoma  in 
its  elinical  and  anatomical  features. 

Tubereulosis  of  the  endometrium  usually  occurs  early  in  life  as 
compared  with  carcinoma  of  the  uterus.  There  may  be  a  family 
liistory  of  liilMT(-iilu.si.s,  or  tulH'reulous  foei  may  be  found  elsewhere 
in  the  body.  If  found  in  the  tubes,  it  i.s  altogether  probable  that  the 
endometrium  will  be  involved.  In  exceptional  cases  the  diagnosis 
can  l>e  nia«le  from  cover-slip  preparations  of  the  leucorrhtral  ilis- 
cliarge.  To  tlie  naked  eye  the  endometrium  may  present  the  char- 
ttcterisiic  ulcers  and  tubercles,  but  in  general  it  may  be  suid  that 
in  the  absence  of  tuberculosis  in  other  portions  of  the  genital  tract 
the  legion  cuu  otdy  be  diagnosed  from  etidumetritis  or  carciiiuma 
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by  microscopic  examinations  of  sections  taken  from  the  uterus  after 
removal,  or  from  scrttpiiigs.  'I'he  findinj,'  of  tiilH-'rcleH,  giant  cells, 
or  mhcrc!c  liacilli  nn<i  the  alyscncp  of  epithelial  invasion  of  the  con- 
neclive  tissue  vill  complete  the  diagnosis.  The  picture  is  distinctly 
that  of  an  inflammatory  reaction. 


DIAGNOSIS  OF  EXTENSION  OF  OAKOINOMA  OF  THE  UTERUS. 

It  is  of  prime  importance  to  determine  whether  or  not  the  carci- 
noma i.s  conBncil  to  the  uterus.  ThU  should  nlways  \tc.  done  l>eforc 
the  rliagnosis  can  be  consiilered  complete  and  before  detenuiiiing 
upon  radical  procedures  in  treatment. 

It  is  now  geuerally  conceded  that  the  entire  uterus  must  be 
remiivcd  for  carcinoma  involving  any  pari  of  the  organ;  hence  it  i.s 
no  longer  a  question  as  to  how  much  of  the  uterus  is  involved  in  the 
gn>w(!i,  bnt  rather  as  to  whether  it  is  confined  to  the  nleru:^  or  has 
spread  to  the  -lurrounding  .structurcii.  \Vc  look  to  the  parame- 
trium, vagina,  bla<lder,  rectum,  lymph  glands,  and  intenul  organs 
for  secondan,*  growths. 

Thf  parametrium,  particularly  that  portion  of  the  cellular  tissue 
found  between  the  layers  of  the  broad  ligaments,  is  involved  com- 
paratively early.  In  carcinoma  of  the  cervix  and  vaginal  portion 
the  Iw-iM,'  of  the  broad  ligament  is  invafled.  The  inliltrated  tissue 
is  felt  as  a  "board-like"  mass,  irregidar  and  nodulur  in  outline, 
firmly  fixed,  and  not  tender  to  pressure.  The  cervix  is  crowde*!  in 
the  opposite  direction. 

The  examination  i.s  best  made  under  aniestbcsia.  Two  fingers 
arc  placctl  in  the  nvtum,  the  thumb  in  the  vagina.  Tounter- 
pressure  is  made  over  the  abdomen  by  the  other  hand.  The  cervix 
and  area  of  infiltration  will  l>e  founil  as  one  mass,  'llie  cervix  wilt 
be  immovable.  This  immobility  of  the  cer\'ix  doc;*  not  necessarily 
signify  a  curcinuniatuu-s  inva^sion;  it  may  well  lie  inftamniatory. 

Inflammatory  swellings  of  the  tubes  and  ovane-t  fixed  by  the  side 
or  behind  the  uterus  may  l)e  mistaken  for  carcinomatous  infiltration. 
Such  swellings  arc  more  tenilcr  to  pre-ssure,  are  les.'^  cartilopnous 
in  consistency,  have  not  the  saioe  intimate  connection  with  the 
cervix,  and  are  commonly  located  on  a  higher  plane. 

Still  greater  difficulty  is  experienced  in  differentiating  carcino- 
matous infiltration  of  tiie  [Mranietrium  from  pelvic  cellulitis,     lu 
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the  latter  there  is  greater  tendemcsa,  the  outline  U  flatter  am!  less 
noiliilar.  arul  IhtTf  niav  1m?  no  <lirect  and  iiiimwiiate  fumiuTtion 
iM-twi'rn  the  CHrfiiiotiialoiis  lesion  in  the  uterus  and  the  InfiltrHleii 
parametrium.  The  cervix  ts  crowded  away  from  the  growth,  while 
III  [MirHnielrittN  the  cervix  is  drawii  to  the  infecte«l  side. 

It  is  difliridt  to  demon^strate  carcinomatous  inHllralion  of  the  con- 
nective tissue  occupying;  tlie  vesicouterine  space.  Usually  it  is  not 
possihle  until  an  incision  \»  made  into  the  region.  The  uterti^acral 
ligaments  may  l*c  infiltrated.  Tlic  chanirteri-slicji  of  the  lesion  imd 
the  different iuiion  from  an  infhtmmatory  invulvetnent  of  the  same 
structures  are  as  found  in  a  like  in%'aaion  of  the  broad  ligaments. 

The  vagina  is  invaded  by  direct  extension,  sehtom  by  metujilasis. 

Since  carcinoma  of  the  vaginal  jMirtion  more  often  In-gins  In  the 
anterior  lip,  the  anterior  wall  of  the  vagina  is  frequently  6rst  at- 
tacked. The  infiltrated  vaginal  wall  b  readily  recognized  by  the 
6nger  and  by  examination  through  the  speculum.  The  infiltrated 
area  in  the  vagina  Ls  directly  euntinuou.s  witli  the  groxvth  in  the 
Cervix.  The  margins  of  the  infiltrated  area  arc  elcvateij,  hani,  and 
irregular.  Ulceration  follows  iu  the  late  stage,  and  such  ulcere 
show  the  irregidar,  elevated  margins  and  the  uneven  \t&.sc  which 
bleeds  freely  on  being  touched.  Metastatic  growths  may  l>e  found 
at  any  point  in  the  vaginal  walls,  more  often  in  the  posterior  wall. 
Such  growtlis  are  hard  and  nodular,  and  may  attain  the  size  of  a 
walnut. 

^Mieii  the  jiaravaginal  tissue  is  infiltrated  it  u  pos-^ble  to  move 
the  vaginal  inucou.s  membrane  independently  of  the  underlying 
growth. 

Sjtiegelber^^if  fii/n  is  of  some  value  in  recognizing  a  carcinomatous 
infiltration  l)cneath  an  intact  mucous  membrane.  Passing  the  finger 
over  the  surfactf  the  mucous  membrane  feels  like  wet  rubber,  having 
lost  it.s  nonnal  pliability. 

Invasion  of  the  bladtier  is  secondary  to  that  of  the  anterior  wall 
of  the  vagina.  It  is  clinically  recognized  by  frequent  and  painful 
urination,  bh«Hl  in  the  urine,  and,  finally,  by  the  dribbling  of  urine 
into  the  vagina  through  a  vesicovaginal  fistula.  An  early  diagnosis 
is  mode  by  a  cystoitcopic  examination.  The  area  of  infiltration  and 
the  ulcers  are  dwtinclly  detected,  and  when  associated  with  advanced 
rnrcinoma  of  the  irrvix  there  can  lie  no  hesitancy  in  making  the 
diagnosis  of  extension  of  the  carcinoma  to  the  blad<ler- 
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Tlie  rvftuin  h  Invuiltnl  afu-r  (lie  growth  1ms  spread  to  the  pos- 
terior vaginal  wall.  The  .sympttiins  imliraling  invaaoti  of  the 
rectum  are  a  mucous  discharge  which  is  often  stained  with  blood, 
itri'tal  tiMicsmiLs,  consti]m.tiai)  ultRrnating  with  (harrhiEa,  und  a  dis- 
charge of  fwc-s  throu^i  the  vagiivti  after  the  dcvcloptnpnt  of  a  recto- 
vo^nul  B.stuUi.  A  digital  explurutiun  of  the  rectum  and  vagina 
reveals  a  hard,  infiltrated  area  in  the  rectovaginal  .septum,  whicti 
bleeds  and  may  crumble  to  the  touch;  the  mucous  membrane  of 
the  rectum  has  lost  its  pliability,  and  cannot  Im*  movcil  indepen- 
dently of  tilt*  underlying  structures;  and,  finally,  a  section  remove<i 
for  microscopic  examination  determines  the  diagnosis, 

Mcfantaiic  ijrrmih.'i  arc  seldom  early  in  making  their  appearance. 
Kxperience  teaches  us  that  it  is  never  jKJSsible  to  say  with  absolute 
certainty  that  metastasLs  has  not  occurred  even  in  the  ap[)urently 
early  growths.  The  ovary  is  sometimes  the  seat  of  metastasis.  Of 
the  al«Iomin»l  and  thoracic  viscera  those  most  often  involved  are 
the  lungs  and  liver.  In  carcinoma  of  the  uterine  botly  the  lumbar 
gland;^  are  first  invoK'ed.  If  the  horn  of  the  uterus  Is  invaded  the 
deep  inguinal  glands  may  he  attacked  by  way  of  the  round  ligament. 
In  carcinoma  of  the  cervi-x,  the  vaginal  portion  of  the  cenix,  and 
the  upjwr  segment  of  the  vagina,  the  iliac  glands  IvHng  in  front  of 
the  sacroiliac  synclioiidn>sis  at  the  bifurcation  of  the  common  iliac 
vessels  are  first  invaded. 

In  cannnoma  of  the  vulva  and  lower  segment  of  the  vagina 
the  inguinal  glands  are  first  attacked.  It  i^  of  the  greatest  impor- 
tance to  recogDize  Involvement  uf  the  lympliutic  glands  in  settling 
the  question  of  operative  inlerferenoi". 

The  diagnosis  of  recurrntre  after  removal  of  the  litems  is  of  great 
importatice.  A  recurrence  implies  faiUirc  in  having  thoroughly 
removed  the  primary  focu.s. 

Winter  speaks  of  local  recurrence  when  the  secontlary  rlevelopmenl 
is  in  or  near  the  previous  Held  of  operation;  of  lymph  gland  recur- 
rence when  the  lymphatic  glands  of  the  body  are  involved  subse- 
quent to  (he  ojieration,  and  uf  mrfnittaliv  rerurrenee  when  the 
carcinoma  spreads  by  way  of  the  bl<x)d  stream  to  distant  parts  of 
the  botly.  In  the  great  majority  of  eases  tlie  recurrence  is  Itwal 
an<l  multiple. 

Haehc  gives  the  following  statistics  relative  to  the  time  of  recur- 
rence of  carcinoma  after  hysterectomy: 
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Under  Ibraa  iiiddUw U.1  jicr  r«nt. 

Tlin*  to  all  monllu IM   " 

flslolwpltvmxnthB 18.1    "      " 

One  lo  Iwo  ytmnt UJI   "      " 

Twii  ki  Uirvv' r«*n K.C    " 

Otmt  Uifvp  ymt» 7.*  '■      " 

Tlie  above  statistics  were  based  upon  a  study  of  1 44  casos.  Pamard 
reporUH  tlie  return  of  a  eervicjil  caiiccr  fifleeii  yvam  after  removal 
of  the  primary  growth.  Wt'  may  -state  as  a  general  ni\e,  to  which 
there  are  few  exceptions,  that  recover)'  is  assured  after  an  interval 
of  five  years  of  freetlom  from  recmrrence.  Karly  rerurnmce  can  be 
amxintcd  for  l>y  the  faihire  to  roinplctcly  remove  all  Piincerous 
tissue  in  the  primary  t>[>eratiun.  It  is  not  so  easy  to  Recount  for 
the  late  recurrences.  We  may  say  that  the  cancerous  foci  have 
renmine<l  latent  in  the  ti^ues  throughout  the  intervening  years, 
hut  sut^li  an  assuinptioti  is  scarcely  tenable.  That  tliese  lale 
recurrences  may  be  independent  primary  growtlu  no  one  can 
deny. 

The  great  liahility  of  rffurreme  in  carcinoma  of  the  utrrut  admon- 
iahes  us  to  (Uicays  f/ive  a  guarded  profjiwiri.s,  no  matter  how  early  and 
thofmttjkly  the  opcmtion  maij  haijf  been  prrjontied. 

The  gi-nerul  .symptoms  imlicatuig  a  recurrence  are  [qhs  of  flesh 
and  strength,  cachexia,  fnnl-smclling  Icucorrha'a,  irregular  hcmor- 
rhage:i,  and  pain  iu  the  pelvis  radiating  to  the  thighs,  groin,  rectum, 
back,  and  alxlomen.  A  positive  diagnosis  can  only  be  made  from 
a  physical  examination.  L<H.-al  recurrence  in  the  lis.*tues  alxiut  the 
uterus  is  recognized  by  ibe  cartilaginou.s  i-onsLstency  of  ihc  areas  of 
infiltration  in  the  vagina  and  broad  ligaments. 

Granulation  tissue  in  the  .scars  at  the  enit  of  the  stumps  may  lie 
rcgitnh'd  with  .suspicion.  Tliey  are  seldom  so  ban!  anil  friable  as 
carcinoma,  and  a  microscopic  examination  of  an  exaseil  pie<.-e  or 
scrapings  wilt  determine  the  diagnosis.  It  is  not  always  possible  to 
say  of  enlargeil  glands  that  tliey  are  so  from  carcinomatous  involve- 
ment.   It  is  [Kis.sil>le  tliat  their  enlargement  is  the  result  of  infection. 

ENDOTHKLIOMl.. 


By  endoiheUoma  is  meant  a  malignant  new-formation  arising 
from  the  emlothelium  of  blood  and  lymphatic  ves.sels  and  from 
serous  surfaces.  Eiidolbclionia  appears  at  any  time  in  life.  The 
earliest  reported  case  is  tliat  of  Braetz,  at  eighteen  years  of  age. 
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Such  growths  differ  from  carcinoma  and  sarcoma  not  only  in 
their  histogenesis,  but  also  in  their  histological  structure. 

In  their  gross  appearance  there  is  nothing  distinctive.  Under 
the  microscope  the  lumina  of  blood  and  lymph  spaces  are  seen  to 
be  distended  with  rapidly  proliferating  endothelium.  The  neigh- 
boring connective  tissue  and  bloodvessels  may  be  invaded.  The 
individual  cells  assume  a  variety  of  shapes,  and  are  not  always 
recognized  as  endothelial  in  origin.  The  flat  cells  become  irregular 
in  outline  and  swollen,  and  the  nuclei  take  a  deep  stain.  It  may  be 
possible  to  identify  these  celb  by  tracing  them  to  their  origin  in 
the  walls  of  the  vesseb,  where  they  are  not  so  changed  in  structure. 

It  is  puzzling  to  differentiate  between  a  carcinoma  invading  the 
lymph  spaces  and  an  endothehoma  arising  from  the  lymph  spaces. 
In  lymphatic  carcinoma  the  appearance  b  that  of  veins  of  marble 
in  the  stroma. 


CHAPTER  XXTX. 

THE  DIAONOeiS  OF  SAROOMA  OF  THE  UTERUa 

Etioloot. 
Anatumilal  Diagnosis. 

1.  Va^nal  Portion. 

2.  Cervix. 

3.  Botiy  of  Hie  Uterua. 
Microscopic  Diagnosis. 
CuxiCAL  Diagnosis. 

Fri>m  the  oilier  iitemture  we  are  led  to  believe  that  sareoma  of 
the  iiteni-s  is  an  extremely  rare  conciition.  Roger  Williams  and 
Gurit  reported  10  sarcomata  in  G7(>4  tumors  of  the  uterus,  noiibt- 
less  many  -iareomata  were  regarded  us  caKnnoma  through  failure  to 
make  a  microscopic  exuiiii nation.  5wm«  were  regarded  us  fibroids 
and  were  spoken  of  as  recurrent.  The  growing  frc(|iieiicy  of  re- 
portei)  c-u-se-s  is  evideiit-e  of  the  discrepancies  in  previous  reports. 

WTjitridge  Williams,  in  hU  Contribution  to  the  Histology  and 
Iliglogenrfis  of  Sarcoma  oj  the  Uterus,  reported  114  uterine  aar* 
pomaia  in  the  iitemture.  The  proportion  of  sareoma  to  carcinoma 
of  the  uterus  is  said  to  be  1  to  40. 


ETIOLOOT  OF  SAROOUA  07  THE  UTERUS. 

Nothing  is  known  of  ihe  essential  cause  of  sarcoma.  What  has 
been  said  of  Cohnheim's  theory  receives  no  confirmation  in  sar- 
coma. Inflammatory  lesions  and  trauma  seem  to  hear  no  causal 
relation,  nor  does  child  Waring.  Fully  lwo-thir»l»  of  the  cases  are 
fouiul  in  women  who  either  have  not  borne  eliildren  or  have  given 
birth  to  less  than  the  average  number.  We  find  no  age  exempt, 
from  infancy  to  the  postcliniat-teric  jjerioil.  A  ease  ha.s  lK*n  lately 
rcporte<l  in  which  a  hysterectomy  was  pcrformcfl  at  three  years  of 
Bge.  Pick  reports  a  case  at  two  years  of  age.  Hollander's  case  was 
seven  montlis  old  when  the  disease  was  first  discovered.     The 
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Flbrnmromn  of  l\f  onrpiis  iili-rl.  A  nrii>,  nspt'dly  icrcwliiii  luiiiirr  Itn'  ~i"-  ■  I  ■<  '  lnM  ■ 
hrwl  pnilitiiint  IttMi  llin  vitlii's  Ita  iittaf-hiiii-iit  mo}'  be  UkOCi)  bf  It  piiln  ]■-  ilm-iiHli  Ihw 
ccrvlK  lo  llM  tnniliiB  of  Hi"  uWriw.  Tin-  tunxtr  W  iiu*  to  b»  wlMftkcin  l->r  iTivrrvUin  or 
pralapaua  ulcri,  UioiqHt  HUi>>r  caiidlUiMi  atmy  be  t»umr<A  by  Ihn  IracUon  ol  Ui«  Umor. 


ANATOUICAL  DIAGNOSIS  OF  SARCOMA  OF  THE  UTERUS. 

An  in  ratrinomH  of  ihi'  uterus,  .'mrroma  la  found  in  tlic  vafj^inal 
portion  of  the  ivrvix,  in  tin'  cen'lt.'ttl  c-ariHl,  and  in  Uie  body  of  (lie 
litems. 

I .  Sarcoma  of  th«  Vaginal  Portion  of  the  Oerrtx.  This  is  an 
UIK1MIIIIIIHI  Imiitiuii  for  .surcuiim.  Tu  tlie  naked  e^'e  there  Ls  no 
way  of  distingitUhing  this  ^^owth  from  carcinoma.  There  arc  the 
cauliflower  aud  Ltie  infiltrating  funiut.  resembling  those  found  in 
carcinoma  of  the  vaginal  portion. 
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2.  Sarcoma  of  the  cervix  U  distinctivp  when  assuming,  as  it 
usually  docs,  a  grape-like  form  (sarcnma  Itolmiirlpa).  The  mass 
protrudes  from  the  external  os  ami  hangs  into  the  vujjrina  as  trans- 
parent vesicles,  appearing  nut  unlike  a  vehicular  mole.  T)ii.s  form 
is  more  often  found  in  chililhood,  hut  may  appear  in  old  age. 
Pfaonenstiel  found  50  per  cent,  in  nulllpane.    A  simitar  growth  is 

rio.  m 


Auvoma  ot  thv  c«rvis.  A  lutnor  tbo  Pitt  vl  a  iman'n  flat  ktcw  from  the  (HMtPrlar  U|>  of 
the  rorvll.  II  ytanvt  Ibpid  giniwUi,  luiiluliir,  iiultr  vbm-hIm.  titnxiitiK.  ■md  riinlili'.  U  Mwt 
a  ml  i«l-<«ll  uivunw. 


sometimes  seen  in  the  iKMly  of  the  utenis  due  to  cnlema  or  myxo- 
matous de^neratioti  of  Uie  growth.  Corciuoniu  of  the  cenix  never 
assumes  thl-^  vesifiilar  form. 

Various  hetemtopic  structures  are  frtH|ueiitIj-  mixed  with  llie 
sarromotous  tissue;  these  ure  eartilage.  lK>ne.  epithelial  eleinenta, 
and  mucous  (issue. 

SaniHiia  of  the  cervix  mav  form  a  ditTuse  infillrution  of  the  ccr- 
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vical  tissue  or  protrude  from  the  surface  as  a  tubercular,  pol^'pok 
or  cauliflower  jrrowth. 

3.  Sarcoma  of  the  body  of  tbe  ateros  ames  from  any  of  the 
mesobtastic  structures.  Very  commoniy  the  growth  is  «  nialignuiit 
Iransforniation  oE  a  pre-existing  fibroid  tumor. 

a.  Sarcoma  of  the  aubmuvojia  ritfiy  take  the  fonu  of  ii  (iilTu.se 
infiltration  or  of  a  papillary-,  poly[>ot<1,  or  noilular  gronlh  projecting 
from  the  surface.  The  surface  of  these  growtlis  is  never  shaggy  vm 
in  carcinoma.  The  color  varies  from  pale  gray  to  dark  red.  Their 
cciiisistciity  Is  soft  ami  often  frial>Ie. 

Tlie  gniwth  mrely  Ijegiiis  as  q  diffuse  involvement  of  the  mucosa, 
but  rallier  as  a  drcuiascribed  lesion  extending  by  continuity  of 
surface  and  hy  inela.sliL.si.f. 

b.  Sarcoma  of  the  uxill  of  the  uterus  generally  arises  from  .sub- 
mucous or  interstitial  Hbroids.  The  fibrous  structure  of  the  tumor 
gives  place  to  a  homogeneous  substance  of  soft  con.slsteney,  varying 
in  color  from  pale  gray  to  dark  red.  The  gron'th  is  rapid  a:s  com- 
pared to  that  of  a  fibroid.  Recurrent  fibroids  were  recognized  in 
the  days  when  the  microscope  was  little  used.  They  are  now 
rcgiinial  an  fibrosarconmta. 

Sarcoma  spreads  through  the  uterine  wall  to  tbe  peritoneum  and 
to  the  abdominal  and  pelvic  viscera.  Metastasis  to  neighboring 
organs  and  to  lymphatic  glands  is  unusual.  Tbv  point  of  earliest 
attack  is  the  lung.  The  ovar}'  is  the  seat  of  seconiiary  invasion 
more  often  in  sarcoma  than  in  carcinoma. 

UICK0800PIC  DIAOHOSIS  OT  SARCOUA  OF  THE  UTERUS. 


Aa  elsewhere  in  the  body,  sarcoma  is  classified  as  round-cell, 
spindle-cell,  or  giant-cell.  Very  often  there  is  a  mixture  of  these 
cells. 

1.  Roand-cell  sarcoma  is  composed  of  large  or  small  round  cells 
having  a  large  nucleus  and  a  limited  rim  of  protopIa.sm.  The 
diameters  of  the  cells  var)*  from  4  to  lo  micromillimetres.  Tliere 
is  a  variable  amount  of  chromatin  and  an  abundance  of  karyokinetic 
6gures.  Numerous  newly  formed  blo<Kiveasel3  are  seen.  The  sar- 
coma cells  directly  boimd  bio***!  spacer. 

2.  Spindle-cell  sarcoma  is  compost*il  of  large  or  Ktiiatl  fh)ugate<l 
cells  arranged  in  bundles  and  l^ands.    On  section  they  appear  in 


OF  THE  VTEBVS 

various  forms  from  rouud  to  spimlle.  Two  or  more  nuclei  ara 
obsen'tnl.    The  amount  of  chrotnalin  varies  greally. 

3.  Giast-cell  sarcoma  i.s  u  rare  finding  iu  titer  uterus.  These  celU 
may  be  HO  mi cmmilli metres  in  diameter.  They  are  polynuclear, 
and  are  rich  in  chromatin  and  mytotic  figures.  The  nuclei  vary 
in  shape  and  in  .staining  ([ualities;  vacuoles  may  be  present. 

In  all  the  alwvc  forms  the  fibrillar  network  may  be  so  scanty 
that  it  escapes  notice,  or  so  abundant  that  the  nauie  Bbrosarcoma  is 
siiR(»ested-  As  a  rule,  the  connective-tissue  framework  is  distributed 
uniformly  between  the  celts,  but  nests  of  ceils  may  l)v  surrounded 
by  connective  tissue,  giving  the  appearance  nf  cancer  nests  (alveolar 
sarcoma).  Xewly  formed  Lloodvesjteia  are  prominent  features  of 
sarcoma,  and  nuiy  l>e  sufficiently  abundant  to  give  to  the  tumor  the 
name  angiosarcoma. 

The  intimate  association  of  the  blood  channels  witli  the  sur- 
rounding sarcoma  cells  is  characteristic.  No  sharp  distinction  can 
1m;  made  between  the  three  microscttpic  forms.  A  mwture  of  two 
or  three  varieties  of  cells  is  the  rule. 

Secondary  changes  in  sarcoma  tissue  are  of  common  occurrence, 
though  not  .so  fre*]uent  as  in  carcinoma,  for  the  reason  that  sarcoma 
cells  are  more  directly  supplied  witli  blood.  Degenerative  changes 
onlinarily  Iwgin  in  the  centre  of  the  sarcoma.  The  cells  at  the 
periphery  do  not  usually  suffer  change.  The  degenerative  forms 
CDtnnioiilv  spi'ii  are  the  hemorrhagic,  hyaline,  and  fatty. 

Mixed  Tumors.  The  lendcnry  of  sarcoma  cells  to  assume  the 
mature  type  account-i  for  the  freijueney  of  the  so-called  myo.sarcoma 
of  the  uterus.  Myxo.sarcoma  i.s  a  myxomatous  degeneration  of  the 
connective-tissue  stroma,  ^nchondrosarcomu,  carcinosarcoma,  and 
melanudarcuma  are  of  extremely  rare  occurrence. 

OLINIOAL  DIAGNOSIS  OF  SABOOHA  OF  THE  UTZRUS. 


All  that  has  t>een  said  of  the  clinical  diagnosis  of  carcinoma  of 
the  uterus  applies  to  sarcoma.  The  clinical  manifestations  and 
physical  findings  do  not  materially  differ  from  carcinoma.  The 
differential  diagnoaiti  of  carcinoma  from  sarcoma  must  depend  upon 
llie  microscofje. 

The  early  recognition  of  sarcomatous  degeneration  of  a 
flbromyoma  is  of  the  utmo.st  importance.    When  a  tibromyoma  of 
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the  uterus  undergoes  malignant  changes  it  takes  on  rapid  growth, 
becomes  softer  in  consistency,  more  pain  is  experienced  in  the 
region  of  the  tumor,  cachexia  rapidly  develops,  ascites  may  make 
its  appearance,  and  metastatic  growths  may  arise  in  the  lungs  and 
elsewhere.  If  the  tumor  is  interstitial  or  submucous,  the  hemor- 
rhages will  be  greater.  When  a  fibroid  takes  on  a  rapid  growth, 
particularly  if  near  the  time  of  the  menopause,  no  time  should 
be  lost  in  removing  the  growth.  When  after  removal  of  a  fibroid 
the  growth  returns,  it  is  suggestive  of  sarcoma. 

The  length  of  time  a  sarcoma  may  exist  before  destroying  life  is 
variable,  and  has  been  observed  from  two  months  to  five  years. 
The  average  time  is  estimated  at  two  years. 


CHAPTER  XXX. 

THE  DIAGNOSIS  OP  DISEASES  OP  THE  FALLOPIAN  TUBES. 

Methods  of  Examinatio>i. 

Anomaues  in  Structure. 

Change  in  Position. 

Circulatory  Disturbances. 

Inflammations  and  Infectious  Granulomata. 

New-formations. 

Methods  of  Examination.  Only  under  favorable  conditiona 
can  a  normal  tube  be  outlined  in  a  bimanual  examination.  If 
the  ab<lominal  walls  are  thick  and  tense  an  aniesthetic  will  be 
required. 

The  uterus  is  first  located  in  an  abdominovaginal  examination. 
From  the  horn  of  the  uterus  the  hand,  passing  outward  toward  the 
sides  of  the  pelvis,  should  follow  the  tube  a  variable  distance.  The 
normal  tube  is  made  to  roll  under  the  examining  finger  like  a  cord. 
It  appears  to  be  about  the  size  of  a  slate-pencil.  At  the  fimbriated 
extremity  the  wall  is  so  thin  that  it  is  impossible,  under  normal 
conditions,  to  palpate  it.  When  the  uterus  is  in  retroposition,  or 
when  the  tubes  have  fallen  behind  the  uterus,  or  when  the  uterus 
and  tubes  are  in  their  normal  position  and  the  vagina  is  small  and 
sensitive,  the  rectoabdominal  methotl  of  examination  is  preferable. 
In  the  unmarried  a  rectoabdominal  examination  should  be  done 
under  ana^thesia. 

Where  the  tubes  lie  beyond  easy  reach  of  the  examining  finger, 
traction  upon  the  cervix  with  vulsella  forceps  should  be  made  by  an 
assistant,  while  the  rectoabdominal  or  vaginoab<lominal  method  is 
carried  out. 

May  a  sound  be  passed  into  the  tube?    Undoubtedly  the  sound 

has  been  pa.^e<l  into  diseased  tubes,  but  it  is  questionable  whether 

the  normal  tube  has  ever  been  sounded.    It  is  very  certain  that  the 

procetlure  should  never  be  attempted  for  fear  of  penetrating  the 

uterus. 
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AN01U.LIES  IN  THE  STRXJCTTJRE  OF  THE  TUBES. 

1.  Both  tubes  imxy  l>e  wattling,  in  which  case  the  uterus  ia  com- 
monly absent. 

2.  A  single  tulte  may  he  wiintini;,  in  which  <-iisn  tho  oorre.'i|»)n<lin^ 
side  nf  the  uterus  i:^  usuitlly  uhsent. 

3.  One  or  Iwth  lulw-s  iniiy  be  rutlimentary  and  associateii  with  a 
rudimentary  utenis.  The  tubes  may  remain  infantile  in  type,  veiy 
greatly  coiivoluletl,  and  have  a  small  lumen. 

4.  The  lumen  of  the  (nl>e  may  Ik'  partially  or  completely  oblil- 
cratcf^l  or  may  Im*  al>normalIy  large. 

5.  Rudimentary  tul>es  or  finibriiE  may  spring  from  the  main 
tube.  Leading  into  tlie  main  tube  through  the  accessory  tubes  and 
fimbria;  are  rudimentary  canals  and  ostiu. 

Webster  resected  the  fimbriated  end  of  the  tube;  some  months 
later  the  abdomicial  cavity  was  again  opened  and  the  Bmbri^e  were 
found  to  be  regenerated. 

6.  Diverticula  of  the  cndatalpinx  are  .<(omctime<i  prcsetit,  and  are 
known  to  be  a  cause  of  tubal  pregnancy. 

0BANQE8  IN  THE  POSITION  OF  THE  TUBES. 

1'liese  changes  may  Ik  congenital,  but  are  more  often  accjuired. 
In  congenital  malpo.sition  of  the  tube-s  there  i.s  iwuaily  a  inalpo.<i!- 
(ion  ur  maldevelopnient  of  the  uterus.  In  a  uterus  bicomis  the 
tubes  lie  mure  to  the  sides  of  the  pelvis  than  is  normal.  In  a  rudi- 
mentary uterus  the  tubes  He  below  the  normal  level.  C-ongenital 
hernia  of  one  or  both  tnltes  i.s  a  rare  finding. 

Much  more  fretpient  are  aet|uir<il  displacement-s  of  the  tubes. 
When  the  tube  becomes  enlarged  and  increased  in  weight,  it  tends 
to  fall  to  a  lower  level  at  the  .side  of  or  behind  the  uterus.  Adhe- 
sions may  pull  the  tulie  in  any  direction,  and  all  .swellings,  whether 
inllanunatory  ur  ncw-gruwilis,  push  the  tubes  into  mal|>ositions. 
Any  displacement  of  the  utcnis  will  almost  invariably  di.spUce  the 
tubes. 

OIROULATORY  DISTURBANCES  IN  THE  TUBE. 


llVluitever  interferes  with  the  general  or  Imiil  circulation  in  the 
pelvic  may  cause  congestion  of  the  Fallopian  tubejL    Thus  diaeaaes 
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of  the  heart,  lungs,  Uver,  and  kidney,  ahdominBl  tumors,  ascites, 
ehmnie  constipntion,  and  tight  lacing  are  among  the  cau3o.i  of  tubal 
congestion. 

Infectious  diseases^  the  hloml  dysfrasJas,  burns,  toxemias,  and 
menstrual  congestion  are  additional  general  causes.  A  dLspIaL-ed 
tube,  one  that  ia  twisted,  constricted,  or  compressed,  may  cause 
congestion  and  po«iblv  hemorrhages  of  ttic  tul>e. 

Anatomical  Diagnosis.  The  congeste<l  tube  is  Mightly  sn'ollen, 
dark  red  in  color,  and  oifers  unusual  resistance  to  pressure.  Hemor- 
rhiLges  may  be  seen  in  the  mu<fi>sa  and  in  the  lumen.  Kecrasis  of 
the  tulx,'  may  result  from  interference  witli  thf  blooi]  supply.  Martin 
describes  a  case  of  necrosis  of  the  tube  following  a  mitral  insuffi- 
ciency. 

\N'hcn  the  ends  of  the  tubes  arc  closed  and  blood  is  extra vasated 
into  the  lumen  in  sufficient  quantity,  the  tube  will  be  distended 
into  what  is  known  as  a  hipmatasalpinx.  For  further  description 
of  liieniato^ialpinx  see  page  395. 

The  microscope  shows  the  vessels  to  be  deeply  congcsteil  with 
blooti  extravasated  into  the  tube  wall  and  lumen.  When  tlierc  is 
necrosis  ihc  tissniN  stJiin  poorly. 

Clinical  Diagnosis.  Perhaps  a  large  proportion  of  cases  goes 
unrccognizeil,  partly  becauae  of  the  frequency  with  which  the 
lesion  exists  in  tlte  absence  of  all  clinical  manifestations;  partly 
because  of  as.Hoi-iat(-d  Ic-sioii.').  The  nicristrual  jxrlotls  are  painful, 
and  the  functions  of  the  bowel  and  bladder  arc  p<*rfonn<Hl  with 
more  or  le.ss  discomfort.  Tenderness  on  pressure  over  the  affected 
tnlw  is  the  one  constant  symptom.  The  diagnosU  cannot  be  made 
with  certainty  without  an  exploratory  incision.  Tlie  existence  of 
a  possible  cause,  together  with  the  finding  uf  a  luU*  that  h  .'Kime- 
what  tender  to  pressure  and  slightly  enlarged,  will  leiul  to  a  prob- 
able (lillg1l(l^i.s.  1t  is  manifestly  impassible  to  differentiate  clinically 
a  congested  tube  from  a  catarrhal  saliHngitis;  the  former  is  the 
forerunner  and  accompaniment  of  the  latter. 

The  diagnosis  of  hicmatosalpinx  will  be  referred  to  on  page  395. 

DTFLAUMATIONS  AKD  XNTSOTIOUB  ORANULOMATA. 


General  Considerations.    Of  all  lesions  of  the  tuW  the  inllatn- 
matorv  are  most  commonlv  ol>served.      Of  the  various  e.\citing 
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cuues  of  salpingitis  we  have  the  authoritv  of  Xoeggerath  and 
Wertheim  for  fJacing  the  gonococcus  at  the  head  of  the  Hal  of 
micnxirganunu.  In  302  cases  of  infUtnimatory  le^oiLs  in  ihe 
tubes,  there  were  S3  in  which  living  micro-organisms  were  found. 
»n<l  uf  lliis  number  5*i  were  gonococci,  11  were  streptococd.  6  were 
.sla|)hyIi«*(K"<i,  1  was  tiie  pneumococcus,  while  1 22  were  sterile,  'flie 
fiu'l  that  such  a  large  percentage  were  sterile  a«l(]s  to  the  difficulty 
in  determining  the  essential  mirTohir  catL'^f.  I..  K.  Guthrie  eol- 
Ie*-tei1  Ntjiti:4tir.t  from  opt-rators  in  fifteen  cnlie*i  nf  Iowa,  and  con- 
clu<]t»  that  70  per  cent,  of  inHammatori-  tllsea-ses  of  the  lultes  are 
of  gonorrhcnil  origin.  Neisser,  in  143  cases,  found  the  gononxvai 
in  NO  after  a  latent  period  of  fnun  two  monllis  to  eight  reani.  He 
einpha-itzes  the  necfTMity  of  repeateii  e\'ainination.s  and  faultless 
t«chnti{ue.     Mixe«)  infections  are  of  common  occurrence. 

The  path  of  invasion  is  usually  by  way  of  the  uterus;  selilom 
by  the  abdominal  route  from  the  ovary,  bowel,  and  perilotieum. 
Mure  rarely  is  tlie  invasion  by  way  of  the  lymph  an<l  blood 
streams. 

The  manipulation  of  an  infected  uterus  during  the  process  of  an 
rxuminatitm  or  o[H'ra(i(m  i.s  floul)lk-s.s  often  n*s[wnsible  for  exten- 
sion of  the  infectini)  from  the  uterus  to  the  tulics. 

TUrre  arc  no  pathognomonic  symptoms  of  salpingitis,  and  none 
that  are  invariably  present,  .\ssociated  inHumtiiatory  lesions  in 
tlie  genital  tract  are  nearly  always  found,  and  lience  it  is  that  the 
aymptonts  of  the  one  are  so  intimately  assocIatoJ  with  tho?te  of 
the  other,  and,  therefore,  it  is  diflicidt  to  obtain  a  elinind  pi<-tiirt; 
of  salpingitis. 

.\g»in,  ilie  innervation  of  the  tul>es,  ovaries,  anil  uterus  is  so 
intimately  connectefl  as  to  bring  these  organs  into  close  sympathy 
one  with  the  other. 

I'ain  is  the  most  constant  sym[>tom,  and  }*?!  advanceil  ca.<icr)  of 
salpingitis  exist  in  the  absence  of  pain.  Temperature  has  but  little 
diagnostic  value.  Stt^rility  does  m>t  necessarily  follow  ils  the  result 
of  double  salpingitis,  though  it  is  the  nde.  .\n  (M-clude^l  lumen 
may  eventually  liecome  patent  and  pennit  the  passage  of  the 
uvum. 

The  history  of  infection  an<l  the  clinical  course  of  the  disease 
cannot  in  themselves  suffice  for  a  diiigno.sis,  Imt  nuLst  be  .■Jup[R>rtirtI 
by  direct  palpation  uf  the  diseased  IuIkw. 
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GLASSIFIOATIOH  OF  SALPDIOmS. 

.1.  Catakhiial  Salpingitis. 

1.  Ai-ute  i-alatrlml  satpinjfitis  (eni)uaalpingiti.s). 

2.  Oiroiiic  calarrhal  salpinfptis. 
a.  Salpingitis  istbmiua  ikmIosh. 

Kiiti  slaj^s: 

a.  Hydmsulpiiix. 

b.  HjniuLlu'mlpiiix. 

n.    PlIRULF.NT  SaLI'INCITIH. 

1.  Acute  suppurative  salpingitia. 

a.  Septic. 

1.  Puer[KTaI. 

2.  Non-puerperal. 

b.  Conorrhopal. 

2.  riimriir  suppurative  salpitiplis. 
F.nd  .stage:  Pyosalpinx. 

ni.  Tf  BERcDioPS  Salpingitis. 

* 

I.  Catarrhal  Salpingitia. 

CtioloEfy.  'X*he  statistics  of  Martin  illiLstrate  the  frec|ucnry  of 
the  lesion.  In  1402  operations  on  the  tubes  415  (29.5  per  cent.) 
were  far  (^itarrlml  .sjilpingitin. 

As  a  nilc,  ilic  lesion  is  sw'onclary  to  inflanimatorj'  disesses  of  the 
uterus,  which  extend  by  direct  continuity  of  tissue.  Prinniry 
catarrhal  stdpingitls,  in  the  absence  of  an  inHaminalor}'  lesion  else- 
where ill  llie  jielvis,  is  an  nnu.sual  uwunrnce. 

\Vc  may  speak  of  the  caw«e8  a^  (heniiic,  mechanical,  chemical, 
Kod  microbic. 

1.  Thermic  mfla«&c«s  resulliii^  in  .sulpingitiH  can  scarcely  act 
directly  iM-cati-si*  uf  tin-  (h'C|>-.s4'ate(l  location  of  the  tuhc.  Mcnstnial 
congestion  from  chilling  of  the  Ixxly  may  l>e  place<l  in  this  category. 

2.  Mechanical    causes    have   a   greater   signiticance.     Such,   for 
kmple,  are  digital  am)  instrumental  manipulations,  sexual  e.\- 

^eeasies,  niiussagt-.  and  i>vcrstniin  in  lifting  ami  walking. 

3.  Chemical  tiritanta  in  the  form  of  anti-neptics  injccied  into  the 
Uterus  may  puss  into  the  tul>es  and  set  up  a  salpingitis. 

4.  Uy  far  the  ni(kst  essential  aud  previulini^  factors  in  ihe  causa- 
tion of  catarrhal  salpingitis  are  the  pathogenic  micro-orffanitmt. 
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It  is  not  always  possible  to  diatiiigijixli  l>etwetrn  the  above-nam«l 
causes  ill  H  giviTi  cii-sc  of  catiirrhitl  Halpin^itin.  Two  or  mtirt'  factors 
may  operate  to  hrlng  alnnit  the  same  result.  Of  the  general  dis- 
eaaes  compUratni  by  catarrhal  salpin^lis  mention  may  1h>  made 
of  all  the  specific,  itifociimis,  ami  contagioiiH  ihseases,  notably 
tulferc'ulusis.  inataria.  ami  rhlorosiw. 

Anatomical  Diagnosis.  In  aait«  c&tarrhftl  salpln^tls  the  tube 
\a  of  a  livid  or  dark-red  color,  i.s  .slightly  thickened  and  convoluted, 
its  coiisi-slciicy  is  incrcajied  to  a  liinitetl  degree,  and  the  fimbriip  are 
red,  swollen,  and  relractw!  (o  a  variable  degree  preparatory  to  a 
possible  clasure  of  the  abdominal  end  of  the  tulx*.  On  cnM.s-section 
of  the  tiil>e  the  mucosa  mlU  out  and  is  congested  and  tluckene<I. 
In  the  limien  of  the  lube  is  a  variable  amount  of  serous  fluid.  No 
adhesions  surround  the  tube. 
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Chntriiv  mlnrrUal  KaliiiiiKili"  Tlip  tiili»  U  nbniil  iliiuhlfi  llip  iiiirntal  aliw,  IIb  m>iina  l« 
fit«iiiitiu'.  ttiiil  tbe  wroiu  covmIhk  la  cunicvHtrd.  TUu  Uinbrlw  Ara  >woll«ti,  but  ila  IM4 
tKclode  Um!  abitaniinal  opcnins  of  Uti*  lul>«. 


The  miimscopic  diagiuyftis  is  ha.scd  upon  the  marked  conge.fiion 
and  intiltnition  with  small  round  cells  in  the  iiuica»a.  and  to  a  less 
degree  in  the  musculature.  Here  unil  there  are  hemorrhagic  extrav- 
asations into  the  connective-tissue  spaces.  The  epithelial  lining 
of  the  tulie  luracn  may  he  normal,  bnt  in  long-stunding  lesions  the 
cells  may  degenerate  and  l>ecomr  dcs(|namated.  The  secretion 
found  in  the  lumen  of  the  tul>e  is  in  great  part  lymph  mbced  with 
blood  oelLs  and  degenera(e«j  epithelium.  From  the  acute  stage  the 
tube  may  easily  resolve  into  a  normal  condition,  suppuration  may 
follow,  or,  as  is  not  infrequently  the  case,  the  acute  stage  may  puss 
into  the  chronic. 

In  chronic  catarrhal  aalpiu^tia  the  tulte  enlarges  in  all  diameters 
and  is  correspondingly  convoluted.  The  tiil>e  is  of  firmer  consist- 
ency than  ill  tlie  acute  stage.    The  mucutia  and  muscidans  are 
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thickrneH  llimu^h  eongt^slion  of  tW  hlooil vessels  ami  livperpla.sia 
of  tlic  connwlive  tissue.  Tlie  epitlw-lium  lining  the  tube  lumen 
may  be  destroyoJ.  Following  this  the  lunieti  may  Im;  ublittTiitfd 
by  adherence  of  the  denuded  mucou-i  folds.  Adjacent  folds  of 
iiiucuus  mirinlinme  may  adhere  by  tbelr  free  niui^'iiis  and  luck 
in  spaces  filled  with  a  serous  secretion  and  lined  with  ifilutnnar 
epithelium,  thereby  closely  stimulating  retention  cysts  formed  from 
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*nU  inflllmtud  wlili  bdiaII  rouivd  vrXlt,    Tlio  muatfularia  i«  consMlctl. 
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glarals.  The  mucous  folds  become  club-shape<I  from  conges- 
tion and  the  inflammatory  exudate.  The  peritoneal  covering 
of  the  tul>e  is  involved,  and  adhesions  may  surround  the  tube 
and  close  up  the  fimbriate*!  end,  leading  to  the  formation  of  a 
liydnwalpinx. 

Salpingitis  Isthmica  nodosa  is  rcganlcil  by  Chlari  arid  Si'liaiila  as 
a  circuin.srrihrd  inlrrstitiid  •lalpingttis  Incateil  in  the  isthmus  of  the 
tube  and  fanning  a  uodular  enlargement  varying  in  size  from  that 
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of  a  split  pea  to  a  bean.    Gebhard  regards  tbew  growths  as  benign 
•ttroomaia. 

VjdiMalpIn  f$acU»alpiiL\  senxta)  is  the  end  .ttage  of  catairha] 
salpingitis.  'Ilie  cthIh  of  the  tiil>e  become  vUtaed  and  the  pent-up 
aecKtioa  (ILtteiwl-^  the-  tube  into  a  seroiu  sac.  Because  the  tJiin, 
dUtendctl,  6mbriat£(i  emi  of  the  tube  ofTers  little  resLstance  to 
the  accumulating  fluid,  the  tube  dlitenda  at  the  outer  end  to  a  far 
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Flyilmnlplni,     Tho  tiriir  la  dlalcndoj  v<lh  Hmiin  Into  ui  IitfkiiIm'  rdortHilMprd  iinhm 
till'  aliH'  'il  a  (<-Ml   liiwl.     Tli«  wnll  nl  Ihp  ryi*   In  lliiii  Btiil   tmnxiairi'iit-     Ttii*  ulrrini-  mil 

of  Uic  tulH  U  tidl  illxicnded.  &  noniial  ovmt  Uca  Klhcmu  lo  tlM  dlal«nd«d  lube. 
(Hpoolman  t«nov«d  by  Or.  J.  <n»r«n««  WetMtor.) 

greater  extent  than  at  the  uterine  end,  where  the  miisnilar  wnll  is 
mure  resLsliint  ari<l  Iht*  himen  of  the  tube  .smaller.  It  is  unu.suul 
for  the  tiilH*  to  (llitend  throughout  iti  entire  length;  it  may  enlarge 
lo  the  size  of  a  child's  head.  The  larger  the  tulx^  the  thinner  and 
more  tran.spnrent  is  the  wall. 

Adhesions  lo  the  tulw  are  not  ordinarily  present,  and  are  seltjom 
firm,  hence  hydro^piux  is  more  or  less  movable.    The  fimbriated 
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end  is  shaped  like  a  club  or  retort.  Radiating  lines  mark  the  adhe- 
sions of  the  fimforife. 

In  the  early  stage  'we  have  the  gross  and  microscopic  appearance 
of  catarrhal  salpingitis.  As  the  tube  distends  the  walls  become 
thinner  and  more  transparent;  the  mucosa  thins  and  the  muscula- 
ture is  stretched  and  atrophied,  presenting  longitudinal  bands  of 
muscle  fibres  running  the  entire  length  of  the  tube  and  terminating 
at  the  fimbriated  end  in  a  rosette  figure. 

The  epithelium  of  the  mucosa  is  compressed  and  may  be  wholly 
lost.  The  contents  of  the  tube  is  clear,  serous  fluid,  with  a  specific 
gravity  of  1005  to  1010,  and  an  alkaline  or  neutral  reaction.  Some- 
times the  fluid  is  of  a  greenish  tint,  due  to  the  presence  of  cholesterin. 
Desquamated  epithelium,  leukocytes,  and  occasionally  a  few  red 
blood  cells  are  found  in  the  fluid  contents  of  the  tube. 

When  the  uterine  end  of  the  tube  is  not  permanently  and  com- 
pletely closed  the  contents  may  be  periodically  discharge*!  into 
the  uterus  (hydrops  tnhce  profluens).  As  expressed  by  Sutton,  the 
blockade  at  the  uterine  end  has  been  rai.sed. 

The  contents  of  the  tube  may  be  absorbed,  but  it  is  unusual  for 
the  fimbriated  end  to  reopen. 

A  pyosalpinx  may  develop  from  a  hydrosalpinx  by  secondary 
infection  with  pyogenic  oi^nisms  conveyed  through  the  uterus  or 
bowels.  Torsion  of  a  hydrosalpinx  is  a  possible  event  leading  to 
the  formation  of  a  htematosalpinx. 

Sutton  gives  the  following  reasons  for  believing  that  a  pyosalpinx 
often  resolves  into  a  hydrosalpinx: 

1.  Hydrosalpinx  is  not  found  in  acute  cases. 

2.  In  many  chronic  cases  hydrosalpinx  is  fouiul  on  one  side  of 
the  utenis  and  pyosalpinx  on  the  other. 

3.  The  ampulla  of  u  tube  will  sometimes  be  dilatetl  into  a  hydro- 
salpinx, while  the  isthmus  contains  pus. 

4.  The  Huld  contents  in  a  hydrosalpinx  will  sometimes  lie  color- 
less, but  the  recesses  of  the  tube  contain  caseous  material  and 
cholesterin. 

5.  The  dilated  tul)e  in  the  hydrosalpinx  may,  as  in  pyosalpinx, 
communicate  with  a  large  ovarian  follicle  to  form  a  tulio-ovarian 
cyst. 

Tubo-ovarian  Cyst.  Here  the  ovary  is  distended  into  a  cyst  which 
communicates  with  a.  hydrosalpinx  through  an  adventitious  open- 
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iiig.  A  congenital  tutxMjvarian  cyst  has  uot  &s  yet  been  <le-*crn> 
As  a  nilc.  xhc  liyiirosalpiux  iiiiil  ovarian  C)'St  (U'velnp  intk-pendently. 
I^ter  the  two  stnictures  unite  by  adhesions,  the  partition  wa]l 
atrophies,  given  «'ay,  and  there  is  estabhshed  a  coinnmnication 
between  the  two.  Rokliansky  dejtcrilx^  a  corpus  luteum  cyst 
cuiniiiunicuting  with  a  hydrosalpinx. 
The  fimbriie  of  the  tube  mav  be  found  free  in  the  ovarian  cvst  or 

*  « 

adherent  to  the  inner  surface  of  tlie  cpt  wall. 
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Hematosalpinx.  From  tbe  macroscopic  appearance  it  is  not 
always  jxissiblt?  to  distinguish  nn  inflaminutory  liu*niiilosalpin:t  fnim 
one  due  to  ectopic  pregnancy  or  to  other  non-inflammatorj-  cau.scs. 
The  wall  of  the  tube  is  possibly  thicker  from  round-cell  inBltratioD 
and  hyperplasia,  nnd  inRainmatory  adhesions  may  form  nlmut  the 
tulte.  Ill  addition  there  are  usually  evidences  of  infection  in  the 
Uterus.  A  careful  study  of  specimens  of  hnnnulusalpinx  will,  in  a 
large  percentage,  Icail  to  the  discovery  of  an  embrj-o,  an  ajioplectic 
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omm,  or  chorionic  villi.  It  U  the  uniform  tcsUnnon^  of  observers 
that  iiearlv  all  cases  uf  hit'mutosalplnx  are  clue  to  ectopic  gestation. 

The  term  hirmaioHtdpinct  should  l»e  reserx-eJ  exclusix'ely  for 
Fallopian  tubes  dilaleil  with  bliKxl  and  in  which  there  is  no  evi> 
dence  of  pw^nancy.  A  dllattHl  tidje  containing  ctuK-olatc-colorecl 
fluid  is  not  to  l>c  classdl  as  hfeinatosalpinx. 

The  gross  and  microscopic  appearances  of  hirniatnsalpinx  do  not 
differ  greatly  from  tho.se  of  hydroisalpinx,  with  the  exception  of  th« 
contents  and  the  dark-red  color  which  is  imparted  tu  the  contents. 
Fluctuation  may  not  be  so  distinct  in  ha-matosalpinx. 

Otinical  Diagnosis  of  Catarrhal  Salpingitis.  1.  Acute  Catar- 
ib&l  8alpii]|ritis.  Tlie  clinical  picture  in  usually  that  of  uterine 
catarrh  or  of  acute  pelvic  inflammation.  Rarely  are  the  tubes 
alone  invoIve<l,  and  hence  it  is  difficult  to  clearly  define  the  climc&l 
signs  of  catarrhal  .salpingiti.s.  There  i^  a  feeling  of  weight  and 
discomfort  in  the  i^elvis,  often  amounting  to  acute  [min,  which  is 
located  in  one  or  lK>th  sides.  Painful  urination  and  defecatiuti  are 
sometimes  complained  of.     (See  Plate  LIV.,  Fig.  1.) 

The  initial  chill,  followe<l  by  a  lise  of  temperature,  which  i.s 
Aceompanied  by  flashes  of  heal  and  cold,  may  be  due  to  the  sal- 
plngiti.s,  but  is  more  often  the  result  of  more  extensive  lesions  in 
other  parts  of  the  pelvis. 

It  is  possible  for  catarrlial  salpingitis  to  exist  witftout  tlie  knowl- 
edge of  tlie  patient. 

The  diagnn.si.H  mu.sl,  therefore,  rest  largely  upon  the  local  findings, 
for  in  the  absence  of  a  physical  examination  no  [wsitive  diagnosis 
can  be  made.  Because  of  pain  anil  tentleniess  llie  tubes  cannot  be 
pntpaTc<l  'H-ithout  an  anfpsthelic.  The  tul^e  as  outlined  in  a  liiit>anuBl 
examination  is  aliout  the  size  oi  the  little  finger;  it  is  movable, 
slightly  more  resistant  to  pressure  than  is  the  normal  tube,  and 
at  the  fimbriated  end  the  sensation  imparted  is  that  tif  a.  soft, 
ill-ilefiuMl   mas.s. 

2.  Ghronic  catarrhal  salpingitis  may  arise  in  a  very  insidious 
manner,  or  may  begin  as  an  acute  Infection,  wiih  alt  the  symptoms 
and  signs  above  referre<i  tu.  In  the  chronic  stase  there  is  \\u  tem- 
jwrature  and  no  increa.sc  in  the  pulse  rate.  The  patient  is  often 
nervous,  and  .sutTcrs  from  pain,  particularly  <luring  the  menstrual 
periods.  Sexual  intercourse  h  painful,  and  ft  leucorrhteal  discharge 
is  a  common  accompaniment. 
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In  l\w  form  ilescrilxH]  hy  Cliiari  and  Srhaiita,  known  a-s  salpin^tls 
isthmica  nodosa,  the  pain  «Iuring  nictistniation  U  cciHrky  aiul  crami>- 
ing.  The  te[idernps.s  on  pulpntlnti  lA  nut  so  great  as  in  tlie  acute 
iitage.  The  tulic  is  outlined  as  irref»ular,  convoluted,  and  of  the 
size  of  the  linunb  or  index  finger.  In  cun^ixteiicy  the  tube  h  much 
firmer  than  nomial,  utvfl  in  nmnipidating  the  tutn.'  the  range  of 
uiotiou  is  obsened  to  be  restricteii,  in  part  from  loss  of  flexibility, 
and  in  part  from  the  prr^M^nee  of  adhesions  almut  the  tube.  'Ilie 
portion  of  the  tnlK-s  i.-*  seldom  exactly  normal.  More  often  tbey 
are  foun<l  ut  the  iside  of  or  liehind  the  uteni.s.  The  uterus  uiay  li« 
drawn  to  the  affected  side  and  restricted  in  its  range  of  motion. 

Pi.i.  ini 


In  salpingitis  istiiniiiii  noditsti  t)ie  nodidar  swellings  near  the 
horn  of  the  uterus  ore  .sometime-'*  rerogni/eil  in  a  bimanual  examina- 
tion.    Few  caws  have  lieeu  iliuguosed  clinically. 

Hydrosalpinx  ami  hieinatosalpiiix  are  recogiiiTed  clinieidly  by 
the  prv!vciire  they  make  np*m  the  surrounding  structures  ami  hy 
dirpTt  palpation.  The  patient  may  Ix^  whfjlly  unaware  of  the  exist- 
ence of  the  lesion. 

In  a  conjoiiiMl  examination,  preferably  under  unarsthesin,  ibe 
di:tten<led  lulie  is  outlined  lis  a  retiirt-shajwd  ma.ts,  tense,  ela.'«tic, 
and  often  thietualing.  If  no  adhesions  surround  the  tulie  tlierc 
should  be  a  free  range  of  motion.  The  smalt  and  firm  uterine  end, 
together  with  the  outer,  rounded,  elastic,  and  fluctuating  portion, 
gives  tl>e  impression  of  an  ovarian  ej'st.  Hie  oviirj-  can  rarelv  he 
recognized  apart  from  ilie  distended  iul>c.     There  is  iio  way  of 
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detecting  a  hydrosalpinx  from  a  hifmntosalpinx  except  by  aspirating 
or  by  an  exploratoiy  mci5i<m. 
'nibo-ovarian  cysts  are  only  recoffnizttl  after  the  cyst  is  removed. 

PM.  IB 


RlKht  tab»««»riwi  AbpMNi  antl  l»R  prmi»t[iiiiT.    Tlw>  rlcht  hilv  Mod  n««*T  mv  iltatendrd 
with  |>i»,  Ha  In  >!■»  Ihp  Vri  tiilir.     A<(tlH.I>i»*  li[|<<l  llii"  tilhm  toKntliFT  and  th*  rigbt  tUba  to 

the  poMvcier  vttrtiwc  ot  Ibv  uMrua,  rcctoni.  atKl  mil  uf  the  |iclvi>. 


II,  Pumlent  Salpingitis. 

Etiology.  The  catutes  are  essentially  thase of  ratarrlial  salpingitis. 
As  previously  statetl,  calairlial  salpingiti-*  may  be  follnweil  by  sii|> 
piiratioti.  On  one  .siile  may  l)e  a  catarrhal  salpingiliN;  on  th<!  other 
fflde  a  punilent  salpingitis;  the  two  appnn'ntly  dintinct  ami  »eparate 
lesions  may  be  dependent  upon  the  same  cause. 

Following  are  the  statistics  from  the  clinic  of  A.  Martin:  In 
2098  cases  of  purulent  salpiiigili-s,  279  were  caused  by  gonorrliira, 
374  by  piierijcml  septic  infci'tiim,  19  by  tiiben-nlosis,  and  Hi  by 
syphilis.  Of  this  numl>er  I2.S2  were  precpderl  by  catarrhal  sul- 
pingiti.H.  Knnn  the  statistics  of  Martin,  Schauta,  FromrncI,  Chap- 
ricr,  Wertheiin,  ami  Pnichowiffc  ^7Ct  ciLse.-;  are  collecti'd,  ami  of 
this  nun]t>er,  75  shown)  a  pure  culture  of  (he  gonocon:us,  10  a  mixed 
gtmococcns  infection,  l.^i  a  staphylwoccus  anil  streploc-occus.  7  a 
pMcnniociK-cus,  and  3  a  bacterium  ciili  infection.  In  I"i  there  was 
doubtful  identity,  and  in  2]o  the  tulH>d  were  sterile. 

In  puerperal  septic  infection  the  essential  causes  are,  in  the  order 
of  fretjueucy,  staphylococcus  pyogenes  aureus  and  albus,  and  strep- 
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tococcus  pyogenes.    The  gonococctis,  the  tubercle,  and  colon  bacilli 
are  occiusiimal  farturs, 

'Hir  iiifeftion  commonly  traveU  by  direct  continuity  of  tissue, 
passing  directly  from  tlie  endoiuetriuiti  tu  the  tube.  Ociiusiuiially 
the  infection  Ls  conveyed  thmiigh  the  broad  ligaments  to  the  tube, 
or  from  the  peritoneum  to  the  tube. 

Infection  of  the  tul>es  acijutred  by  instrumental  and  digital 
manipulations  \s  due  to  the  same  sort  of  bacteria  as  are  found  in 
puerperal  iiifet-lion. 

CjoiiorrlKi'tiL  infection  of  the  tube  ia  for  the  most  part  acquired  by 
sexual  intercourse,  but  may  be  conveyed  by  iustrumeiita  and  the 
fingers  both  in  the  puerperal  nntl  non-piicrperal  state.  The  infec- 
tion usually  travrl-i  by  continuity  of  tissue,  but  may  Ije  conveyed 
by  the  lymph  and  bloml  streams. 

Anatomical  Diagnosis,  a.  In  acute  purulent  salpingitis  iliere  are 
all  the  evidences  of  an  intense  acute  inHuininuliun.  The  lube  \s 
enlarged  pussildy  to  the  .size  of  the  thumb;  the  eohir  is  an  inten.% 
red;  the  distended  bloodve-wcU  stand  out  prominently  umlcr  the 
serous  covering,  and  tlie  fimbria!  are  swollen  and  retracted.  Very 
early  in  the  proce-ss  the  limbrifl'  may  be  ngghitinflted,  thereby  com- 
pletely chxsing  the  aUiotninsil  end  of  the  tiilje.  Tliese  a<lhesions 
are  not  firm,  and  for  this  reason  (he  bimanual  examination  must 
be  ma<U^  cautiously  for  fear  of  expressing  the  pus  from  the  tube  into 
the  abdominal  cavity.  From  the  naked-eye  HpjH-aruncc  of  the 
ujiopenod  tube  it  is  impossible  to  say  whether  or  not  there  is  pus 
within  the  lumen.    (See  I'late  LIV..  Fig.  2.) 

In  the  acute  stage  a  fresh  fibrinous  exudate  forms  nUiut  the 
tube,  iind  as  the  lesions  [mlss  into  the  chnuiic  stage  tlicse  adhesioas 
extend  and  become  more  firmly  organizefl.  The  elongation  of  the 
tul>e  leads  to  kinking  and  convolutions  in  the  course;  the  tulw 
may  be  completely  doubled  upon  itself.  In  the  lumen  of  the  tul-»e 
pus  is  accumulated  in  var^'ing  amounLs. 

Under  the  niicn»u^o|)e  the  tubal  wall  is  seen  to  be  congested,  and 
there  is  round-cell  and  leukocytic  inva.sion  nf  its  entire  wall.  I*yo- 
genic  miero-oi^nisms  can  be  demonstrated  throughoui  the  wall. 
The  epithelium  of  the  nmoMa  is  early  destroyed,  and  the  fohls  of 
denutled  mucous  membrane  adhere,  thereby  partially  or  coni- 
pletclv  obliterating  the  lumen  of  the  lul>e  anil  ItK-king  in  spuccA 
filled  with  pujf.    Throughout  llie  muscularis  and  underneath  the 


Ptn.  I. — a,  Sfelpinptl.i  CdlATrhnlis  HamorrhagtCA.  CrM»-MotioB:  ni.  miucle  of  the  tut 
n.  mucina  of  l\n^  lulic  ',  lutnm  of  the  lulw.  Pii-TucnrnitDe  itain.  (Hartnuck.  Oc  a  ;  Obje 
tivc  A.)  h.  IciikrK-ytn  Containing  lilooil  pigment  witti  norn>>i1  ml  bkx>d  cctqiuKln  from  tl 
tubal  rotKrtiiji.     (darlnark.  <Ji-.  t:  Objwtivr  j  i 

PlO.  3- — SuJpingttw  I'tirulenta  Acuta  Dcxtra-  au,  uwiinc  opQaiog  uf  tube      mi.  nbdoininol 
«nl  ij(  lulie.     t»;  right  Dvjry.     /.  pun1oBt>rio»tt*>l«p>nil.     Po«t*rii>r  wiew,  natural  *iM 

Pio.  J , -^Snlpiagitis   Purulnnta  Chmnica  Dvxtra:  ott.  uLerino  end  of  tulic-    oa.  region 
ahtlomiTiiU  vail  of  tulic.    mi,  tivnry  vtth  strnnKly  ^irihrrunt  tubit     prxtcnor  vkw,  i 


Aiisuttt  Martin.  Krhnk'h«it«n  iVti  1i.i1t^rt«:T 


oa.  region  <^^h 
natural  *4'^^| 
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serous  covering  ore  l<K-uliztf«l  areas  of  suppuration.  In  the  pus 
am  mm  late  i  in  the  himen  ami  wall  of  the  luW  it  U  often  pixssihie 
to  deiDOiistmte  the  presence  of  (he  micro-organisms  causing  the 
infection.  The  older  the  infection  the  le-vs  Ukely  Ls  the  finding  of 
hacteria.  There  may  be  superficial  necrosis  of  the  mucosa  forming 
a  {Nwudodiphtheritic  membrane.     (innorrfiu.'al  infection  is  more 
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hkely  to  be  eonnned  to  the  mucou.s  membrane  than  are  the  other 
forms.  Wertheim  demonstrateii  the  presence  of  the  gon<K.-occuB  in 
all  |Mirtiniis  of  the  tube. 

h.  In  chronic  pnnil«Dt  salpingltU  the  tulie  attains  to  about  the  sixe 
of  the  thumb,  'llie  color  is  not  such  an  intense  red  as  in  the  acute 
stage,  and  the  adhesions  nro  firmer  and  more  extensive.  The  fim- 
bria; are  ahnoist    invariably  adherent,  obliterating  the  abdominal 
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cml  of  die  tiibf.  Tlie  convolntlmw  of  the  tulje  are  bound  one  \o 
another,  and  are  adherent  to  the  ovary,  uterus,  l>o\vel,  hlathler, 
onientum,  and  abilorainal  wall.  These  ailhcstons  peniiit  ver>' 
liiniliKt  exciirsioiiH  of  the  tulie.  As  the  tube  enlarges  and  the  ailhe- 
sion.s  oontpflot  the  ttihe  and  ovary  adhere  to  the  side  of  or  behind 
the  iiteni5.  The  appendix  verniiformis  and  tulw  are  so  frccjiicntly 
adherent  that  it  is  always  advisable  to  insjM'ct  the  appemli\  when 
the  abiiumen  Li  openeil.  From  the  tiil>e  tlie  pus  may  evacuate 
ihroufjh  Hiltiesinn.s  into  an  atlherent  holliiw  visrui.  Af^in,  the 
infertion  may  travel  from  the  bouol  tliroUKh  the  a<lhe.ston3  tn  the 
\\x\k  and  eause  a  secomlarv  iiifet'lioii  in  the  tulie.  (See  Fhite 
LIV..  Fig.  3.) 

Via.  IM 


OmnThaial  mrtritl*,  rtonhl^  tiynsntiiini,  niwl  nvsrlnn  aluawMk     The  alrrtia  la  unllamil| 
nalurv«l  and  Ann.     Tlw  titl>«aaro  re1Mrl-«hn|>vcl,iu>dBrf<  mattiKl  totbo  iIIoIcikIviI  ovMy  »nd' 


The  pus  within  the  tube  w  yellow  or  graj-ish-yellow,  rarely  greenish 
or  blooil-.slaincd.  Nothing  ean  !«  uscertjiinetl  from  the  naked-eye 
api>earanre  of  the  pus  a.s  to  its  virulence.  In  long-standing  cases 
thr  fumied  elemcnLs  of  the  pus  iriay  alworli,  leaving  a  servms  fluid. 

The  entire  wall  of  the  tulx*  is  thiekeneil  thn«igh  c-nnge.'Uion  ami 
Iiy]>erp1aiiia  of  the  connective  tissue.  .Small  alw^-esses  niay  be  seen 
in  the  niiicd-ui,  (he  mu-sciilaris.  and  underneath  the  serosa. 

Pyosalpinx  (saetosalpinx  punikiita).  Where  the  ends  of  the  tiilies 
are  rlosi^d  the  pus  accumulates  within  the  Innien  and  ilLstends  the 
lulie.  Tlie  greater  distention  is  at  the  fimbriiitwl  end,  where  tite 
wall  is  thin.     It  Is  H4>hlom  that  the  tube  is  distended  throughout 
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its  entire  length.  The  size  is  seldom  greater  than  a  man'8  fist,  l)ut 
it  may  Iw  large  enough  to  exteml  above  the  brim  of  (he  jm-IvU  and 
even  to  the  umbilieiLt.  The  wall  of  the  tiil)e  Ls  at  first  thickened, 
but  when  greatly  enlarged  there  i.s  an  irregular  thinning,  even  to 
the  i>oint  of  rupture.  Rupture  of  the  tube  may  take  place  at  ibi 
lower  eircunifcrence  l>etween  tlie  layers  of  Oh-  bniati  ligament  or 
at  any  |H)int  in  the  wall  uf  the  tulK>.  Adhe-sions  usually  protect 
the  peritoneal  cavity,  and  frequently  direct  the  pus  into  a  hollow 
viscus  or  into  n  eyst  of  the  ovary.  liffl  pyosalpins  is  very  pmnc 
to  rupture  into  the  reetum. 

PlO.  MS 
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Tbe  led  liili^kdlatendnl  with  pin  >nit  ■*  (uni-ffmii  hithr  (Kwlvrlor  ■nrixvaf  th«  MbartiB. 
Tlie  tigM  tub*  Alld  urmiy  *r«  futnn»l. 

The  pus  enntnined  within  the  dlttended  tu(>e  is  found  In  various 
stages  of  preservation,  and  is  mixetl  with  re<l  blow]  celLs,  degcn- 
erate<l  epithelium,  Hhrin,  and  detritus.  The  mucosa  atrophies  from 
pressure,  and  may  W  replace"!  by  connective  lisnue.  Tlie  epithelium 
is  almost  wholly  destroywl.  'V\\e  uiusele  and  connective  ti.ssue 
fibres  are  atr«)phied  and  the  birior! vessels  are  liniitt^I  in  nunilier. 

The  Clinical  Diagnosis  of  Punilent  Salpingitis.  1.  Acuta 
purulent  salplngitiB  is  generally  ushon'd  in  by  marked  constitutionni 
disturbances.  There  may  be  an  initial  chill;  this  is  followed  by 
a  rise  of  temperature  and  pain  referred  to  the  affectwi  tube.  In 
nearly  every  instance  there  is  a  sirailiir  lesion  in  the  uterus,  which 
may  iniL<^k  the  more  liiniteil  affeetion  of  tlie  tube.    Very  r)fteu  the 
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infection  does  not  stop  in  the  lubes,  but  is  carried  on  to  the  ovaries 
and  pentoneum,  giving  rise  to  mlditional  tcmpcmture  and  pain  that 
will  wholly  niiusk  tlie  clinical  manifestations  of  the  affected  tube. 
As  a  nile,  llie  lulws  are  not  involved  for  from  three  to  five  daj-s  fol- 
lo»-ing  septic  infection  of  th«  uterus,  .\fter  complete  resolution  in 
the  uteriLs  and  pfritonenm  ihi;  infcrteil  tul>c  may  fail  to  resolve,  and 
remain  distendcil  with  pus.  ThU  )rKlU]>(>sitinn  on  the  part  of  the 
tubes  to  resolve  as  reailily  as  do  other  parts  of  the  genital  tract  lb 
explained  in  part  bv  the  lessened  power  of  absorption  in  the  lube, 
but  iu  greater  part  b^*  lU«  closure  of  the  ends  of  the  tube,  thereby 
locking  in  the  pus. 

Repeated  exacerbations  are  the  rule.  These  are  brought  about 
by  sexual  excesses,  menstrual  eongfstion.  and  injuilicious  exerciae. 

Wc  spldom  find  gonorrhoeal  infection  invading  the  tubes  before 
the  second  or  third  week  after  the  initial  infection  of  the  cervix. 
A3  a  rule,  the  general  symptoms  are  not  so  well  marked  in  gonor- 
rhoea! infection  as  in  other  forms  of  septic  infection. 

2.  Chronic  pomlent  ftalpio^tU  usually  hc^gins  with  an  acute  attack 
and  ends  in  a  pyosalpinx.  The  general  disturbances  are  in  nowise 
proportionate  to  the  extent  of  the  lesion.  All  symptoias  may  be 
absent  in  the  presence  of  an  extensive  lesion.  Menstrual  dUonlcrs 
in  the  form  of  a  menorrhagia  and  ilysmenorrha-a  are  fairly  n>nstani 
symptoms.  Pain  in  the  region  of  the  lubes  and  referred  to  the  back 
and  thighs,  together  with  digestive  dwonlcrs,  are  common  com- 
plaints. Sterility  is  aln]o.st  .sure  to  result  fn>m  a  bilnteral  invo]ve>- 
ment  of  the  tubes.  Martin  reports  tliree  cases  of  bilateral  pyogenic 
infection  of  the  tubes  in  which  pre^ancy  followed. 

Pal|Hition  of  the  diseased  tubes  can  usually  l>e  accomplished 
without  difficulty.  When  found  inipus.sible  to  clearly  outline  the 
tubes  an  anrpsthctic  should  Iw  given.  The  uterus  is  first  located. 
It  Ls  seldom  found  in  the  nie*lian  line,  and  its  range  of  mobility  is 
restricted.  The  tubes  are  engager!  l>etween  the  examining  fingers, 
und  are  traced  outward  from  the  honts  of  tlw  uterus  or  downward 
and  backwani  beside  and  liehittd  the  uterus.  They  are  felt  as  sen- 
sitive thickened  cords  varying  in  con.«stency.  size,  position,  aad 
degree  of  mobility.  The  consistency  Lt  always  firm  at  the  uterine. 
less  so  at  the  fimbriated  end.  The  kinks  in  llic  tidic  are  felt  as 
luxlules  in  its  course.  Sensitiveness  to  pres.sure  is  directly  propor- 
tionate to  the  acuity  of  the  inllamtnatiun.    The  ovary  can  be  pal- 
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Fpate<l  apart  from  the  tul>e  only  in  exceptional  cases.  The  position 
of  the  tube  largely  depemls  upon  the  position  of  the  uienis.  In 
retroposilion  the  tiilv^t  and  ovaries  may  lie  in  the  pouch  of  llougUs. 
With  the  uterus  erect  and  forwunl,  tt  is  .scarcely  possible  for  the 
tubes  to  reach  into  the  pouch  of  Douglas.  There  will  be  no  fluctua- 
tion unless  the  lul)e.-«  cuntuiii  a  considerable  aujouiil  of  pua. 

The  walls  of  (he  pycsalpinx  are  thicker  and  more  resisting  to  the 
preMure  of  the  coutaine<l  fluid;  hence  the  tube  is  rarely  so  lai^ 
as  a  hydrosalpinx  may  l>ecome.  Furthermore,  fluctuation  is  less 
marker!,  and  there  i.s  greater  fixity  and  scn.sitiveneiw  to  pressure. 

The  character  oj  the  pyiwilyinx  shoultl  Iw  <letermined  when  pos- 
sible— ^that  is,  whether  due  to  gonorrhcra,  puerperal  infection, 
tuberculosis,  or  non-puerperal  septic  causes. 

The  clinical  history  will  often  Wad  to  a  |Kwative  diagnosis,  jiar- 
ticularly  in  gonorrha-al  and  puerperal  cases.  Gonorrhopa  is  a^umed 
to  be  the  cause  when  other  possible  factors  are  eliminHteii. 

The  presence  of  a  purulent  tILschargc  from  the  urethra  and  infec- 
tion of  the  glands  of  Hartholiu  will  determine  the  diagnosis  of 
gnnorrhcta)  salpingitis  to  a  moral  certainty.  Absolute  cerfaint}'  in 
the  diagiHWiis  i.s  ordy  obtained  by  the  Hnding  of  the  gonococcus  of 
Nri.'wer  in  the  scrretinn. 

The  Dia^osifl  of  Sactosaipiux.  The  tjcnu  .sacUtsalpinx  U 
understood  to  be  a  Fallopian  tul)e  di.stcndcd  with  fluid — i.  «.,  l>lood, 
serum,  or  pus.  L"nder  the  generic  term  sactosalpins  we  place 
ha?niatoHalpin.\,  hydrosalpinx,  and  pyosalpinx— the  end  stages  of 
catarrhal  and  purulent  salpingitis.  The  following  features  are 
characteristic  of  sucto8alpin.x : 

The  position  is  at  the  side  of  or  Iiehinrf  the  uterus,  exteiidiitg  from 
the  horn  of  the  uterus  outwanl  or  duwnwani.  lJnle,s.s  greatly  dis- 
tended the  tul>e  lie.-*  below  the  nonnal  level,  most  often  close  to  the 
side  of  the  uterus  or  innnediately  behind. 

The  eonaUtancy  is  so  variable  as  to  render  it  of  little  value  in 
diagnosis.  \Mien  fluctuation  is  present  it  is  of  some  diagnostic 
I^Bi^iifieance,  but  Ls  so  often  absent  that  it  cannot  be  relied  u[}on. 

The  {fftneral  contour  is  signiKcant.  We  rommnnlv  speak  of  sacto- 
saipiux as  l>eiug  of  retort-  or  sausage-shape.  The  tube  is  dlstortml 
in  proportion  to  the  degree  of  distention.  The  irregularity  in  the 
course  of  the  tube  can  usually  be  noted  in  a  bimanual  examination. 
The  tulw  may  be  so  snugly  twisted  upon  itself  as  to  give  to  the 
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examinitig  finger  the  impression  of  a  round  or  ova]  swelling.  So 
finnly  may  the  tube  adhere  to  the  uterus  ihut  the  two  are  felt  o-s  a 
single  ma.v.s.  The  outline  uf  the  tube  may  be  lost  in  a  2>urruuiidiiig 
inflaininatory  exudate. 

The  Diftgnoiu  of  tbe  CoDtents  of  a  SMtoialpinx,  Polluwiiif;  th« 
reeo^aition  nf  a.  .saetDsalpiiix  it  is  next  ini]>(hrlant  lo  drterininr  ihe 
contents  of  the  disteiidet)  tul)e.  This  can  only  he  done  with  cer- 
tainty by  an  exploratory  puncture  thixiugh  the  vagina  or  by  an 
exploratory  incision.  The  danger  of  carrjniig  inro<L-lion  into  the 
lulw  by  the  exploring  ncudte  \s  not  to  Ik-  disn-ganltHJ.  Fortunately 
the  indications  for  such  a  procetlure  are  limited,  l>ecause  whether 
blood,  piiK,  or  serum,  an  operative  procedure  is  indicatetl. 

Differential  Diagnoais.  Kcllygives  the  foJIowingdifTeretttial  diof^ 
Vim\A  between  g»iiiorrh(ral  and  streptococcic  infection  of  the  tubes: 


OoNoMttiiiui.  Imwmmon. 

1.  Htow   in   [t«  <iRiii-(.  (tafn  |ir«M'J»?il  by  tn- 
Duliiinaillon  of  VIm>  external  irsnttula  and 
nrrtlint. 
Z.  l*iiin  IocbIIihI  InanaopbalhorarlMiM- 
S,   Nil  HlfT'i*  uf  Kriicttl  pCiai'nlllgL 
4.  Sijffi-ni  man' or  Ima  mnnteiillf ,  but  luay 

lu»-c  no  fcTcr. 
fl.  Teiiniifr«l«n'lil*JS'-10I=  F.\S8.V»0.1. 
<.  Piilao  lM'C«lcnit<Hl.  lull  ot  irooil  c|(Mtllr. 
T.  Alhkck  liwta  fnim  flkf  !■>  Htlvrn  iIajo. 

fl.  Ofteu  tiTMcnla  thv  AtitMoniioc  of  Rood 
health. 

Vl  OonuwKwl   iiMially  roiiliit  an  (;»vrP4ili|i 
prepkmll'on  from  fltt-  r<-rrk«l.  urtrthrkl, 
Of  Tnlvofavhinl  KlKiiilulnr  M^Trlioum 
10.  nialory  uf  liiarilid  ipinorrliuiA. 


nntKiToiiocN.-ra  tavcfnoK. 

1.  Onart  abru |i(.  [ollowiiin  DilK'KrTliqtT*.  iiur- 
mkl  lalKir,  itr  iJ^pical  ojipllutliuiu. 

t.  Pain  amto  gnamX  and  ■Mrora  In  Um  lowvr 

kbilomen.    * 
S.   t'aiiiiitlx  aiK)»  tit  lirrtlooltli. 
1,  fluflan    oonaUiitlf,  mttA    iwiiallj    lias   m 

Mr|lUt'  IriTT. 

ft,  TvtniM-rnturv  I01«-l(tf'  F.  ^lejfi-ltKSf'  O.). 

S.  Piiloc  ni>v«r  fv«bte  uu)  taatf  mpUl. 

T-  AII'H'kMliluuilBattlraBllHuiatnoiitli.anJ 

■imy  MiiiliiiiiH  tlinw  innntha  nr  latwa, 
R.  Abwnilo  nnil  weate. 


ft.  ClttKimin't  not  fitiiiiil  l»  Dhi  i 


10.  HiiBliaiiil  Miuiiil. 


An^RiiK-tTta. 
I.  No  ptTVloiw  Itwul  illi4iir<Hiitc«a, 


3.  Clini  uauallj  ahMiH. 
a  Pirin  In  liKllt  lIliM-  irvioit.  mHlilon  nnnrt. 
•milv,  uihI  ■ii't  nil  1 1  all  HU  (*•  lhl|{l>^ 

\.  Fevar  ol  v«rl«l>l«  degnm- 

».  Uitwatar  rixlillly  Ml  ri«ia  tAAf  .tf   Ihr 

alxlointMi . 
t..  Innaniiiiali>ry  viU'UIr  abodl  aivpcMlIt 

thn«  t<>  Atk  dajra  nnpT  unn-l  uT  i<ym|>- 

tnma. 
7,  Vacliial  «uuBinaU»ti  (a  raMly  palidiil  in 

aiipandldUa. 


t.  Qtiilbr-iLrlnarr  ruttinlowr  im^vIohkIj  <II»- 
liirliril.  I'aiinllr  n  liltilnry  nf  koOoT- 
rhu'al  «r  i>uorpi.tal  ln(M<laa. 

Z  CtilU  may  |inH.'c«l4>  Irvcr. 

B.  UrmUMl  niiort,  imIh  iliill,tnnUiitKiua,  and 
nuliallng. 

I.  Ffivor  (>fl«ii  «»llr*)y  ab*«iil. 

IV.  Nik  niuMuiUr  riclitlty  aiil«*a  MmpUoateil 

t>y  |a>rttonUla. 

II.  Innaiiinialorj'  vxixUlv  In  lit*  |h-1vi*  trl% 

hy  nMc^iutl  oxnniinnliiiai  mI  IUp  niurl  nl 
Iha  a>'iiipUa»a. 
7.  Alwrayi  paliilul  tn  tubo-ovKftaji  dIaeaMh 


Kni<i«en  .says  the  appemlix  is  involve*!  in  15  \yot  rent,  of 
of  tubQH}VunaD  disease. 
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Martin  fouiid  apfienrlicUls  coniplicnling  riglil-sulcd  ^alpitigUis 
thirteen  times  in  27fi  eases.  (X-hsner.  in  51  cases  of  ap[>emlieitiis, 
faiind  tht'  tnhe  and  ovary  involved  fifteen  times.  Uecaiise  of  the 
freijuene}'  with  which  appendicitis  and  aulpiii^tis  are  us-tuciatet]  an 
inHummaton'  lesion  in  the  right  side  of  (he  jx-lvis  should  suggi-.sl  a 
posiiihie  invulveiuent  of  l>oth  of  tliese  Mmctures,  and  no  operation 
is  ronipleti-  on  either  i>f  Ihese  struetiires  without  investigating  the 
(Tondition  of  the  other.  It  U  pai<dhle  for  a  primary'  append iriti.<t  to 
e.vtend  to  the  rectm-fecal  connective  tissue  and  on  to  the  pelvic 
connective  tissue,  giving  rise  to  u  secondarj'  parametritis.  A  similar 
exteiLsiun  may  take  place  along  the  peritotieum  from  the  cwcum 
to  the  lubes  ami  avarie.s.  The  history  of  the  on.set  and  previous 
complaints  are  important  considerations.  Next  in  iM>int  of  iiiipor- 
taiici"  i-s  tlif  ]H>sitioii  of  the  swelling.  Tumefactions  in  and  almut 
the  tidw  are  intimately  conneclcci  with  the  uterus,  and  can  be  traced 
to  its  horn.  In  ap[>endicitis  the  .swelling  i.s  high  up  in  the  right  iliac 
space,  and  in  enlarging  it  extends  duwnwani  ittto  the  |>vlvi.s  in  con- 
tract ti>  tlie  swelliiigft  uf  tuLMXPvarian  diseases,  which  extend  upward 
from  the  [H-lvis.  In  uj>iH'ndiciti.s  it  may  l>c  possihle  to  pul|Mite  tlie 
IiiIk-  iind  nvarv  apart  from  the  exudate  aI>oul  the  ap[H.'ndix. 

A  snbserons  fibroid  truiy  he  sinnilateil  l>y  a  pyo.talpinx  when  the 
tube  is  round,  thick-walled,  cluwrly  adherent  (o  the  uterus,  and 
surrounded  by  a  firm,  sharply-fh-finetl  exudati*. 

Tlie  clinical  history  is  important.  In  pyosalpirix  there  is  a  history 
of  infectiiin,  eillirr  puerperal  or  gonurrha*ul,  while  in  fibroids  no 
such  history  is  obtainable.  In  •tulMcrou.i  fibroids  the  Inmor  is 
rounil,  ."(harply  circumscril)eil,  not  tender  to  pressure,  usually  freely 
movalile,  am!  unilateral.  In  pyosalpinx  the  tumor  is  more  elon- 
gatetl,  less  sharply  deiine*!,  tender  to  pressure,  immovable,  and 
often  bilateral.  In  pyo.salpinx  llien*  are  evidences  of  infection  in 
the  lower  genital  rrmf,  while  with  fibroids  sncli  is  not  the  ca.se. 

Parametric  exudates  are  often  associated  with  pyosalpinx,  and 
their  differentiation  may  be  impo.isible.  The  location  and  general 
contour  are  the  distinguishing  features.  The  onset  and  general 
dinical  manifestations  closely  sinnilate  each  other. 

A  pyo.sa1pinx  is  often  bilateral,  while  a  parametric  exudate  is 
conimoidy  unilateral.  'Vhe  former  lies  on  a  higher  level  at  the  .side 
of  or  Ix'htnd  the  utenis,  while  the  latter  tics  low  in  the  |M'l\-is  In 
direct  contact  with  the  vault  of  the  vagina,  nuuiiug  from  the  sides  of 
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ihft  uterus  diwotly  outward.  A  pyosalpinx  is  more  stmrply  oircum- 
scribed  anil  is  retort-  or  sausage-shapeil.  A  |)araiuL>tric  exudate  is 
ilWefined. 

Ovarian  aod  parovvian  cysts  mny  clasely  reijemhle  a  hydrosalpinx. 
The  ciiagiiosis  niiiy  Im"  roserve*!  for  an  pxploratorj*  incision.  Hydro- 
salpinx U  more  often  bilateral  and  elougateU,  uikI  in  wore  liiaiteU 
in  aiKe. 

H«w-!onnat!onj  of  the  tubes  are  very  rare  as  compared  with  iDflaiD- 
inatory  lesion.s.  The  presence  of  ascites  a.ssoeiale<l  with  tubal 
.swellings  speaks  in  favor  of  malignant  new-formations  of  tlie 
tubes. 

For  the  difTerentinl  diagnosis  of  salpingitis  from  tubal  pregnancy 
see  Chapter  XIX. 

HI.  Tuberculous  SalpingitiB. 

Etiology.  In  this  country- our  knowledge  of  tulierculosis  of  the 
tubes  is  largely  contributed  to  by  Williams,  Penrose,  and  luiebohls. 

The  following  statistics  are  from  Veit: 

Wenkel  found  luU^rculnsis  five  times  in  ."i'-^  ea."»es. 

Donhoff  found  tuberculosis  fourteen  timex  in  509  coses. 

Schramm  found  tuU-rculosis  thirty-four  limes  in  3389  esses. 

Rostliom  found  tuberculosis  twice  in  40  cases. 

Williams  f(»nul  tuberculosis  seven  times  in  91  cases. 

Martin  found  tuliercuhisi^  seventeen  times  in  620  cases. 

The  above  conMittitc  a  sum  total  of  79  in  5224  coses,  or  1  cBse 
of  tuberculous  salpingitis  in  liG  abdominal  sections. 

Kundrat,  in  Mfl  abdominal  sections  for  (lie  removal  of  diseased 
uterine  appendage.'*,  found  iiiI>erculou:i  salpingitis  in  4  cases  and 
tutierculous  endometritis  in  o  single  ca»e. 

Williams  is  undoubtedly  correct  in  his  statement  thai  liiberculosis 
often  gtKw  unrecognixed  in  a  caturrlial  or  suppurative  salpingitis  for 
want  of  micniscopic  and  lMu?teriologic  examinations. 

In  two  years'  time  at  the  Johns  Hopkins  Hospital  the  tubes 
removed  for  in6ammatory  lesions  were  found  tulH'reulous  in  H  per 
cent. 

IHic  great  fre<]uenry  of  genital  tuberculosi.s  as  a  primary  lesion  in 
the  tubes  is  shown  in  the  statistics  of  W.  Meyer,  who  reports  67 
cases  of  priman.-  tul»erculoais  of  the  genital  tract,  of  which  07  we« 
primary  tn  tlic  tubes. 
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\Ye  recogniT^  a  pn'mnrv  and  secondary  tuberculous  salpin^tU. 
Hegar.  ju  his  nionugrapli  uf  IS^G,  apcuks  uf  ascending  ami  descend- 
ing infertions.  llir  ii.s<>rndmg  form  nmv  Iw  primary  or  secondary. 
The  descemling  is  always  Mvnndary. 

Tbe  Aveaues  by  Which  the  Tabercle  BadUoa  Oains  Acceas  to  th« 
Tobea  Are:  1.  liy  ihe  hliMxl  current  (nu'tastulic  invasion;,  a.s  found 
in  .lecondary  involvement  of  the  tubes  from  a  priniar}'  focus  m 
the  lungs  in  Ihe  uluenre  of  a  tuberculous  lesion  in  the  omenttim, 
mesenteric  glanris,  peritoneum,  or  bowel. 

2.  Ry  t-ontinuity  of  tiHsue  either  from  the  peritoneum  or  the 
ulenu.  In  IfU  cases  of  secondary  tul>erculou.s  salpingitis  the  pcri- 
Uineuni  was  primarily  involve<l  110  tiroes  (Meyer).  When  the 
tulte  is  adherent  to  the  bowel  at  the  site  of  a  tuberculous  ulcer  the 
infection  may  jmss  directly  fruiu  llie  lK>we)  to  the  tulw  without 
tnvolving  the  peritoneum.  Such  infections  are  usually  mixed  with 
tbe  colon  bacillus. 

Emmet  de-seribed  a  rase  in  which  the  lulierrlc  bacillus  travelled 
from  the  utcriLs  through  the  tul>e  and  attacked  the  peritoneum, 
leaving  the  luW  free. 

3.  By  way  uf  the  lymph  current.  In  this  manner  tuberculosis 
may  Iw  omveyt-d  from  tlif  lower  genital  Inict  through  the  broad 
ligament'*  without  pa-tsing  through  the  uterus. 

The  infection  is  conveyed  to  the  genital  tract  by  the  examining 
fingers,  instruments,  and  coitus.  Tuberculosis  may  be  conveyed 
from  the  husltand  to  the  genital  organs  of  the  wife,  even  though 
his  sexual  organs  are  nomml. 

The  infection  may  travel  direct  to  the  tnlws  without  attacking 
the  uterus,  vagina,  or  vulva. 

A.<  prcdUposing  mu.'M*,s  may  be  mrntione*!  age,  the  puerperium, 
and  inflammatory'  lesions  of  the  lubes.  Tuberculous  salpingitis 
may  be  found  at  any  period  of  life  from  infancy  to  old  age,  the 
greatest  number  occurring  fnun  fifteen  to  thirty  yeans  of  age.  The 
age  limits  art-  wider  than  in  any  uf  the  other  funns  of  tulterculosis. 
The  puerpend  uterus,  and  particularly  the  placental  site,  is  espe- 
cially su.seeplible  to  tuberculous  infection. 

Inflammatory  lesions  of  the  tubes  are  likely  to  have  tuberculosu 
engrafted  u]>on  them.  In  this  uianner  we  have  mixed  infections  of 
the  lulH?rcle  bacillus  with  the  gunococcus,  Btaphylococcus,  strepto- 
coccus, and  colon  bacillus. 
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Anatomical  Diagnosis.     A.s  in  other  form.i  of  salpingitis  we 

reci^gniiit-  an  hcuU*  and  a.  t:lin>iiic  stage. 

Acute  tuljerciilons  italpingitis  is  very  rare.  The  tube  reaemhies 
the  catarrhal  form.  There  is  a  slight  increa.se  in  the  aiz/v  of  the 
tube  together  with  market!  rongestion;  the  mnetvsa  is  swollen  and 
the  sct-retion  incpfa.s<Nl.  The  entire  wall  of  the  tul>e  is  infiltrated 
with  small  roiiml  cells,  and  in  addition  to  these  changes,  which  are 
those  of  ac\ite  catarrhal  salpingitis,  giant  cell.'*,  lul>erele.s,  and 
tubercle  Imcilli  are  foutid  in  the  muca.sa  and,  to  a  lesser  degree, 
in  the  mnsrularii.  The  lesion  is  more  pronounced  in  the  fimbriated 
end.  The  secretion  collected  in  the  hituen  luay  be  serous,  bloody, 
or  purulent. 


Fid.  tiM 


Tutivniuliiaii  of  th«  utarua,  talma,  «nd  orarleB.  Tltc  aurfiuv  i>t  thr  ntcniB.  lubes.  Mail 
oraricn  ia  iw^rvd  will)  milUry  luVrvleit  by  «lln>cl  «xt«nBian  trotii  tha  iwrllotkeuin.  Tliv 
■l>1i('i)ilnitn>  nrr  iiiatli^l  aiiHl  riilnricnl  !l(ili«rv<ilui»  ii>[pln|^tia  nnd  Dvaritia). 


From  the  acute  the  lesion  ma)'  merge  into  a  chronic  stage  clrxsely 
resembling  chronic  catarrhal  or  elimnic  suppurative  salpingitis. 
As  H  rule,  there  is  no  acute  stage. 

Miliary  tubercles  may  aggrrgatr  to  form  large  )(i1>ercles  and 
nodules,  which  in  turn  may  undergo  caseous  degeneration.  The 
lumen  of  the  tube  may  lie  filled  with  caseous  material.  A  tuhe^ 
cidous  pyosalpinx  may  form  after  the  closure  of  either  end  of  the 
lube. 

There  is  no  way  of  distinguishing  tuberculosis  of  the  lubes  either 
in  the  acute  or  chronic  stage  from  catarrhal  or  suppurative  salpin- 
gitis except  by  the  discover)"  of  lul)errlrs,  giant  reils,  or  itibercle 
bacilli.  For  this  reason  tuberculosis  in  a  tube  is  often  over- 
looked. 


Gray  or  yellowlsh-gray  tuherclc-s,  ranpng  in  size  from  a  miliar)' 
tul)ercl<'  tn  a  hazelnttt,  may  he  sepn  on  the  surfapc  of  the  tube  and 
on  the  peritoneum  near  by.  Adhesions  about  the  tube  are  usually 
finn  and  extensive. 

\Mlliams  describes  a  chrumc  fibroid  luberculous  salpingitis  in 
which  there  is  a  marked  fibrous  Ii>-perpta.sia  in  iind  lietwocn  the 

FN.  w 


1UM|jB(l^<fetn4iTCrl»n  >l)«OM0.  Tli«  tub«  an']  ovkry  Nt>  dlirtmdpd  wllh  pm,  unil 
•otMlMMHWa niwMhai'ral  ihium  llii;  ■!«■?  ut  a  f rUI  liuul.  The  wall  of  the  cjirt  in  UiltJc 
*nd  oov«r«d  with  dntuw  adhnatnna.     (flpaolinMi  raniavad  bjr  Dr.  J.  01*i«nca  Wtttuba.) 


tul>creles.  Caswms  deg<rneration  w  aksent.  This  is  a  very  chronic 
form,  and  may  be  regarded  as  a  heuhng  process. 

CalciBeatiun  of  the  tnl>erculous  product  is  described  by  Klob, 
PeiiHise,  and  Rokifaiisky. 

Clinical  Diagnosis.  Tuberculous  .snlpingili.s  may  lie  suspected 
when  one  or  both  tubes  arc  found  to  be  enlarged  and  tender  to 
pressure,  and  the  possibility  of  gonorrhteal  or  puerperal  lufecLion 
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can  be  excludetl.  Tlie  presence  of  tuberculosis  elsewhere  in  the 
body  or  in  tlae  husband,  and  a  tnlwrculous  fnmilv  history,  will  speak 
for  tulicrculosis  as  the  cause  of  the  losion  in  ihe  tul>e. 

In  primary  tuberculous  .salpingitis  the  symptom  of  greatest 
clinical  importance  is  prolonged  and  painful  menstruation. 

The  functions  of  the  bowels  and  rectum  are  fre<iuently  disturbe«l. 
AlHh)iniMal  aNcitei^  is  found  in  alM>ut  l.'i  [ter  (vnt.  of  case3.  An 
evening  rise  of  temperature  and  incrt-a-te  in  the  pnlsc  rate  arc 
signiftcunt.    As  a  diagnostic  test  tuberculin  may  l>e  administere<i. 

The  Ifx-al  findings  do  not  differ  at  6rst  from  those  of  acute  and 
chronic  salpingitis.  Later  nodules  may  l)e  felt  on  the  surface  of  the 
tube.  There  is  nothing  in  the  cfinjoined  examination  to  ptKiiiively 
identify  a  tuberculou,'*  tube. 

Hcgar  lays  great  stress  upon  the  peculiar  condition  of  the  midille 
third  of  the  tulie,  which  presents  firm,  nmlular  swellings.  In  the 
absence  of  peritonitis  there  are  no  findings  differing  materially  from 
those  of  salpingitis  in  general.  The  finding  of  tuberculous  peri- 
tonitis naturally  suggests  tuberculosis  uf  the  tubes.  An  ejiploratory 
curettage  may  disclose  tulH'rcIes  in  the  scrapings. 

In  favor  of  tuberculou?)  salpingitis  the  following  data  may  be 
given : 

1.  The  diagnosis  of  chronic  salpingitis. 

2.  Tuberculous  lesions  elsewhere  in  the  body. 

3.  Tub«rcnl(mi-«  in  the  husband,  particularly  when  involving  the 
sexual  organs. 

■4.  Family  historj*  of  tuberculosis. 

5.  Salpingitis  in  virgins  (90  per  cent,  are  said  to  be  tuberculous), 
fi.  Tubercle  bacilli  in  the  leucorrha'al  discharge  or  in  scrapings 
from  the  uterus. 
7.  Ascites. 

BTPBILIS  or  THE  FALLOPIAN  TUBE. 


literature  on  s^'philis  of  the  tube  is  scant,  and  cases  are  of  mre 
omiTTcnce.  ThrtT  authentic  cases  are  descriliMKl  by  Ballentyne  and 
\Villiams,  Donhuff.  Buuchanl,  and  lupine. 

Donhoff  discoveretl  the  usual  changes  of  catarrhal  salpingitis  in 
a  post-mortem  examination  of  a  baby,  nine  days  old,  which  hud 
died  uf  syphilid. 
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The  case  recor*Jed  bv  Balltntyne  and  Williams  was  a  seveo 
months'  chilli.  There  were  numerous  small  j;iimma(a  .scatterwl 
throughout  the  tut>c  wnll  and  oMiterating  tlic  hjmcn. 
I  Bouchuixl  and  I^epine  rt-purted  a  case,  aged  forty  years.  Death 
was  from  syphilid.  There  was  a  ^imma  in  each  tube  the  size  of  a 
baz«limt,  and  the  lumina  of  the  tubes  were  occluded. 

ACTIKOBTTOOSIS  OF  THE  TALLOPIAK  TUBK. 

Wo  know  little  of  actinomycosis  of  the  tubes.  Zcmann,  Stewart, 
Muer,  a[iil  Granger  have  coutributed  all  that  is  now  Jciiowii.  In 
the  reiM>rted  eases  the  le-Kioii  waa  Ixrth  primar)"  and  secondary  in 
the  tubes. 

PARASITES  or  THE  FALLOPIAK  TUBE. 

Kchinococci  have  been  found  in  the  tubes,  the  infection  being 
secondary  to  that  of  the  abdominal  viscera,  the  pelvic  bones,  and 
tlie  parupructal  connective  tissue.  Denoit  repotted  80  cases  found 
ill  the  hteralure. 


HEW  FORMATIONS  OF  THE  FALLOPIAN  TUBES. 

AJI  new-formations  of  the  Fallopian  tubes  arc  of  rare  occurrence. 
Those  dc,scriE»c(i  are  papilloma,  polyp,  myoma,  fibroma,  dermoid 
cyst,  lipoma,  fibrom^\Tcoma,  cystoma,  sarcoma,  carcinoma,  endothe- 
lioma, syncytiuma  malignum. 

1.  Papilloma  arisen  from  ihe  emiusalpinx.  Sanger  was  able  to 
cuUect  imlv  six  eases  in  the  Hierature.  .Simple  papilloma  takes  the 
form  of  a  villou.s  or  <'iiiilifl[iwer  growth  which  may  fill  and  distend 
the  tube.  The  villosiUes  may  arlherc  and  lock  in  cystic  spaces. 
The  growth  is  histologically  constructed  of  connective  tissue  cov- 
erwi  by  a  single  layer  of  columnar  epithelium,  having  no  disposilioo 
to  invade  the  connective  tissue,  as  is  the  case  tn  malignant  papilloma. 
MetastusLs  does  not  occur.  It  has  l>een  .suggtwted  by  Doran  that 
Ijenign  papillary  gro«*tlis  ar*"  of  inflamniatorj'  origin.  He  bases  hi.s 
opinion  on  a  <'crtiiiii  (It'finite  inflammatory  reaction  seen  to  accom- 
pany the  growth.    He  believes  gonorrhoea  to  be  a  potent  factor. 

2.  Polyps  of  the  tube  are  virtually  inflammatory  lesions.  They 
pxe  rarely  found. 
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3  and  4.  Myoma  aii<l  fibroma  "f  tlu-  (iibe  are  not  to  lie  mistaken 
for  the  noiiiilar  swellinf^s  of  snlpinjriti.s  isthmioi  nodosa.  Five  eases 
are  reporteii  hy  Siinger.  HIand  Sutton  reported  one  the  size  of  an 
orange.  V.  Hecklingliaii.si^n  rejMjrtetl  an  adenomyoma  of  tbe  tube 
arising  from  the  dnct  of  Miiller. 

5.  Dermoid  cysts  uf  the  tube  are  described  by  Pozzi  and  Richie. 

6.  Lipomata  an-  imt  of  snrh  tiiiihsind  (K-nirrt'tK-e  in  the  liil>e. 
They  are  usually  located  Wtween  the  two  layers  of  llie  mcsojtalpinx, 
and  have  been  known  to  attain  the  size  of  a  hen's  egg, 
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flbromyiomit  HnilirlBiiiiii  liiliv  ifaltMiiin,  V,  iit^rua;  lU.  right  tutM:  Af.  ri|[lil  av«ry| 
n.  I«rt  a%mry:  lU,  l«n  intunditiTiliim  ul  the  tubr;  O*.  Irft  o\-&ry;  T|/.  pMliineul»t*d 
himor;  Ttll,  ii«<luni.'ulntir4  tiimnn  TV.  ixioniliiiT  (inluntiilalctl  tumor;  Or,  ettlcmtntoM 
tMdy  iVMonbliiirK  ati  nrikiy  ;  X,  oyt  i-ntilalnliiB  daFk-yi-IIni*  fluid;  1'.  gctiUlnoua  Uaaua 
wttbau  ovIUm:  '.  blood  cyata  wlih  bloo>l  iMriiun;  //.  blood  cftl  tritb  (read  bloedi 
III,  Kjft  myaoniikUiu*  lumnr;  />'.  tilt  taftoiaUau*  tumor.    (U*nin.) 

7.  Fibromyxoma  cystoma  of  the  fimbree  was  descritied   by 

Sanger  (Fig.  1(>S).  There  were  tliree  tiiiiunTi  coniiectei!  by  findiriie 
to  a  normal  tube.  They  consisted  of  fibrous  and  myxomatoua 
tissue. 

8.  Sarcoma  of  the  tuhe  has  a  papillary  structure  tliat  cannot  fic 
diMinguishetl  from  benign  papiltuma  or  carcinoma  by  the  uakeil 
eye.    But  five  v&sgs  art;  ree*)nicd. 

0.  Oarcinoma  of  the  Fnllopian  tube  may  l»e  primary  or  .wo 
oudary.    UrUmiami  wtw  the  6rst  to  describe  primary  caruiuuma 
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of  the  tube.  Like  other  new-formations  of  the  tube,  carcinoma 
assumes  a  papillary  form,  and  In  its  hislolngical  structure  Ls  not 
unlike  papillary  adenoma  of  the  ovary  ami  malignant  adenoma 
of  the  utems.  Secondary  carcinoma  of  the  tiiiH;  re.semldex  the 
primary  pt>wth,  and  is  tisually  an  extension  from  a  similar  growth 
in  the  uteni-s.  Orie-lhird  of  (he  primary  carcinoniata  of  the  ovary 
exteiid  iij  the  tuW.  It  has  liecn  repeateflly  observed  that  inflam- 
matory lesions  of  the  tubes  serve  as  foreninners  of  carcinoma. 

I-c  Count'  says:  "It  is  especially  concerning  tumors  of  tlie 
Fallopian  tube  that  confusion  has  arisen;  there  has  been  (luite  a 
general  failure  to  recognize  ihal  a  dilTuae  hyperplastic  inflammation 
is  possible — a  process  that  is  stritily  analogous  to  the  polypous 
h\-perplasi8  of  other  raucous  surfaces — and  tlxal  in  certain  typical 
cxample^s  it  is  as  distinct  from  tumor  growth  as  gastritis  proliferans 
is  from  carcinoma  of  the  stomach."  He  believes  it  is  fully  demon- 
stmted  that  there  exists  an  imperceptible  transition  of  hyi>crplastic 
processes  of  the  tulwl  mucosa  into  those  of  true  tumor  growth,  and 
tliat  these  [tiay  (L-ruiinate  in  the  priKluction  of  benign  tumors  and 
then  into  h  malignant  new-formation. 

We  find  cannnoma  of  the  tulies  occurring  about  the  time  of  the 
mpnopau.sc— a  time  when  inflanimalory  lesions  are  Icas  freijuent. 

Siinger-Barth  observetl  a  direct  malignant  degeneration  of  the 
tul>al  mucosa.  Doran  and  Feame  observed  a  malignant  transfor- 
mation in  a  benign  papilloma. 

Carcinoma  of  the  Fallopian  tul»e  Ls  comriiniily  iniiUiteral.  Zange- 
meister  reported  three  cases  of  primary  carcinoma  of  the  lube,  all 
of  which  were  bilateral.  .'VIl  six  tubes  presented  the  external  appear^ 
ancc  of  .saclosalpinx.  The  tube  walls  were  thin.  \Yithin  tlic  IuIms 
were  papillary  growths  which  under  the  microscope  resembled 
adenocarcinoma  of  the  uterus.  Zangemeister  found  51  cases  in 
hteralure.  Acconling  to  Saiiger-Barth,  it  usually  arises  from  the 
middle  aud  outer  portions  of  the  tulie. 

In  conformity  with  many  authors  wc  will  rccogntxe  two  micro- 
scopic form-s — tlie  papillary  and  the  alveolar. 

The  papillary  form  consists  of  numerous  papillie  ctunposed  of 
oonnective  tissue  and  covered  by  cohininar  epithelium. 


■  The  GL-nnii  of  CiLralniMnB  of  *h«>  FKlloplUi  Tutw  In  Ilypcrp^>^t<!  rwlplnnttlii.  wliti  ■ 
KspDi-t  of  a.  Que  •Dd  a  Table  ol  TwDiil)r-«n*  M>Spoit»4  C— e*.    Juliii*  liopklii*  Bull«Uu. 
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Alveolar  carcinoma  of  the  t»l)e  sliows  a  greater  proliferation  of 
the  epithelium  and  the  grouping  of  these  epithelial  elements  into 
oesta. 

CYSTIC  NEW-rORMATIONS  OF  THE  FALLOPIAN  TUBES. 

Hydatids  of  Morgagni  are  transparent  cysts  containing  a  clear, 
watery  fluid.  They  are  found  on  the  {writoneal  covering  of  the 
tul>e  atui  hroa*!  ligament,  either  isolated  or  arrange<l  in  gnnips. 
Tht  fimliriir  of  the  tiilw  may  distend  with  a  similar  fluid  and  pre^^enC 
the  appearance  of  cysts  of  Morgagni. 

Cyst!  as  targe  as  walnuts  have  been  Found  in  the  nJucosa  of  the 
tube,  and  are  iiiclusiuns  uf  the  mucous  folds. 

Cysts  of  equal  size  are  found  in  the  musculature.  These  arise 
from  the  duetji  of  Gartner. 

The  following  elasyifii'Blion  is  from  Sftnger: 

1.  Serous  cysts,  Ijing  beneath  the  serous  covering  of  the  tube 
and  vanring  in  siite  to  a  child's  head. 

2.  Lymphangiectasis. 

a.  As  small  i:ysU  on  the  lube  and  ligament. 

b.  Winding  canals  or  cysts  located  iiikUt  ur  within  the  peri- 
toneum of  the  tiil)C  and  hniail  ligament. 

c.  T.ymphangiertatir  cysts,  large  and  isolated,  locatetl  in  the 
subserosa  of  the  tube  and  in  the  mesosalpinx. 

X  Hydatids  of  Morgagni,  which  are  to  be  Hoarded  as  ph>'3io- 
logical,  and  arc  located  in  the  fimbriae. 


CHAPTER  XXXI. 

THE  DIAGNOSIS  OF  DISEASES  OF  THE  OVABY. 

Normal  Anatomy  of  the  Ovahy. 
Methods  of  Examination. 
Anomaues  in  Development. 
Changes  in  Position. 

Descensus  Ovarii. 

Hernia  Ovarii. 
Hypertrophy  of  the  Ovary. 
Atrophy  of  the  Ovary. 
Parasites  and  Foreign  Bodies. 
Circulatory  Disturbances. 

Heematoma. 
Inflammation  of  the  Ovary  (Ovaritis). 

Cystic  Degeneration. 

Abscess. 

Clinical  Diagno»s  of  Ovaritis. 

Differential  Diagnosis  of  Ovaritis. 
Infectious  Granulomata. 

Tuberculosis. 

Syphilis. 

Actinomycosis. 

Leprosy. 
New-formations. 

KOBUAL  ANATOMY  .07  THE  OTABY. 

The  ovaries  are  two  in  number,  lying  behind  the  broad  ligaments 
on  a  level  with  the  brim  of  the  pelvis,  midway  between  the  Horn  of 
the  uterus  and  the  psoas  muscle.  The  ovary  is  oval  in  shape  and 
about  the  size  of  an  almond.  The  average  measurements,  as  given 
by  Farre,  are:  longitudinal  diameter,  one-third  of  an  inch;  trans- 
verse diameter,  three-quarters  of  an  inch;  perpendicular  diameter, 
three-eighths  of  an  inch.    The  anterior  border  (hilum)  is  flat,  and 
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is  altiLched  to  the  broatl  ligament;  tlie  posterinr  Ixipiler  is  convex  ant 
free.  The  ovary  lies  in  a  shallow  concavity  fomie«1  h\  the  posterior 
layer  of  the  hroml  ligament.  This  jossa  of  the  liroail  li|;iimeiit  is  a 
remnant  of  the  peritoneal  pouch  in  which  the  ovarj*  of  the  rat  ami 
other  inamtnitHans  is  enclosed.  Sut-h  a  fussa  was  obtser^'ud  in  a 
case  operated  liy  J.  Clarence  Webster. 

The  ligaments  of  tho  ovary  are  two  in  Dumber — the  ovarian 
ligament  and  the  infundiliiilo-pelvic  hgament.  In  adilition  to  the.se 
ligament'*  the  ovary  U  attached  at  its  hiliim  or  anterlftr  l)order  to 
the  posterior  layer  of  the  broad  ligament.  Tiie  injurvlibtilo-j»^{ew 
liyament  connects  the  outer  end  of  the  Fallopian  tube  to  the  side 
wall  of  the  ^>eIvl-<,  and  may  be  rej^unled  as  that  portion  of  the  upjier 
border  of  the  broa<l  ligament  not  occupiwi  by  tlic  Fallopian  tulw. 
It  is  about  2  cm.  in  length. 

The  ovarian  litfameni  extends  froni  the  horn  of  the  uterus  to  the 
inner  end  of  the  ovar\',  and  is  about  3  ccm.  long. 

THE  HISTOLOOT  OF  TH£  OVART. 

The  ovary  is  covered  with  a  layer  of  niicleateil  eohimnar  rel 
continuous  at  the  hiluin  with  the  peritoneal  endotlichuni.  At  the 
point  of  transition  is  a  white,  glistening  line  culled  ihe  "  white  line 
of  Farre."  The  epitbelinm  covering  the  ovary  is  called  the  "germ 
epithehiim  of  ^Valdeyer,"  and  l»eneath  it  Is  a  fibrous  layer  known 
a.t  the  tuniciL  aH)iiginea. 

The  framework  of  the  ovary  is  of  connective  tissue,  and  is  divided 
into  cortical  and  medullarj'  portions,  the  former  lying  external  to 
the  latter.  The  Graafian  follicles  are  scattered  ihnjughout  the 
ovary.  Nerves,  blood ve-vseLs,  lyiuphutics,  and  uuLHcnhir  librcs  are 
also  found  in  the  connective  tis.sue.  The  medullary  portion  is 
more  vascular  than  the  cortex. 

The  Orufian  folUcIes  numWr  -10,000  to  70,000  in  the  infant 
ovarjr.  They  vary  in  size  from  one  one-hundredth  to  one-Uiirtieth 
of  an  inch  in  diameter.  The  younger  and  .smaller  folliele~s  ticeupy 
tljc  mcfhdlary  portion,  and  as  they  grow  larger  they  are  found  to 
occupy  ttie  cortical  portion.     A  Graafian  follicle  consi.sts  of: 

1.  \  tunica  fibrosa  and  niemhranu  propria. 

2.  Tlie  membranu  granulosa  and  discus  prultgerus. 

3.  Tlie  liquor  fullieuh. 
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4.  The  oviim  surrounded  by  the  diacuj  proligenis  and  composwl 
of: 
a.  Zona  pelhicida,  a  ImoK^neous  external  membrane 
h.  Yolk  protoplasm. 

c.  Germinal  vesicle. 

d.  Germinal  spot, 

Via.  im 
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Dlortua  appeadaffea.  Rcen  from  behind.    (B«U«.) 


HZTHODS  OF  EXAMINATION  07  THE  OVARY. 

The  blad^ler  and  rectum  should  be  empty,  and  all  reslrieting 
clothing  removed  from  the  waist.  An  ana-.sthctic  i.s  nut  ulways 
reqiiirof],  but  '\^  helpful  in  all  ra.se.-i  and  indi.sp<>nsal)le  in  many. 
The  patient  is  placed  in  the  lithotomy  position.  The  aUlomiiicH 
vaginal  method  is  usually  ehosen.  If  the  vajfina  is  short,  resi.stinfj, 
or  sensitive  to  pressure,  or  if  the  hymen  i.s  intat-l,  it  will  be  a'Uis- 
able  t(»  make  a  rectuubiluminal  examinutiun.  Wlien  the  ovar}'  lies 
behind  the  uterus  it  may  be  better  paljjate*!  through  the  rectum. 

A.S  a  matter  of  routine,  it  is  advisable  to  first  Im-ati-  (be  uterus, 
then  follow  fnun  tlic  horn  of  the  uterus  along  the  course  of  the  lube 
to  the  ovary.  The  right  ovary  is  liest  detected  by  the  finger  of  the 
right  hnnti  in  the  vagina  and  the  left  ovary  by  the  finger  of  the 
left  hand.    It  is  not,  as  a  rule,  necessary  to  change  hands;  either 
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the  riglit  or  the  left  hand  will  .suffice  in  moat  cases  for  the  exam- 
tnation  of  both  ovaries. 

In  cJiiricult  cases  I'lniann  recommends  tilling  the  rectum  with  a 
colpenrynter  to  force  the  ovarj*  upward  and  forw-ard  within  easier 
reach  of  the  examining  finger. 


na,  in 
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Sn^tloTi  of  th«  uvBTT :  I,  outor  cot'ciiiiKi  l'<  ultactiiuJ  (H>rd<-r:  2.  tvnlr*!  riratnk;  B, 
pvri|>ltJ-ni.l  aUrirnK:  4,  litoodvwMAi:  5.  GmUtnii  tulllclm  In  lliuir  cnHlcat  alace;  A.  T.  K, 
more  MlranMd  lulllolea;  S,  Mi  alinoAt  in»tun^  rii]JlcI«;  V,  tollicl«  Iram  wblcb  Uie  Avum 
biw  MBftpcd;  10,  Dorpuf  lutouin,    (After  Ovhraa.) 


ANOMALIES   IX  THE   DEVELOPMENT  OF   THE   OVARY. 

].  Absence  of  one  or  both  ovaries  may  occur  as  a  congenital 
defect,  or  the  eutire  ovarian  tissue  may  be  completely  lost  tliruiigh 
atropliic  changes  and  new-f(irmatioti.s.  When  both  ovaries  are 
aW'nt  the  uterus  and  tiiljcs  are  either  allogi^thcr  watiting  or  poorly 
developed.  Menstruation  and  childltoaring  are  impossible.  In  a 
case  re]>orted  by  Quain  there  was  vicarious  menstruation  from  the 
nose.  Two  of  Martin's  cfl.scs  were  sexual  jjen-crts:  one  a  n^Tnpho- 
maniac,  tlie  other  u  prostitute.  Martin  collected  twenty-two  cases 
of  congenital  aKsence  of  one  ovary.  In  one  of  his  coses  the  uterus 
was  normal,  but  the  right  tube  and  ovar}*  were  absent.  In  another 
the  uterus  ami  vagina  were  rmlimcntary,  and  ihe  left  lube  and 
ovary  absent.  In  nine  of  the  twenty-two  cases  there  was  a  uterus 
unicornis.  The  vagina  and  vidva  are  seldom  influenced  by  the 
absence  of  a  single  ovary,  and  mav  be  well  formed  where  both 
ovaries  arc  absent. 
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Torsion  of  the  tii!>e  or  ailhesinna  surrounding  the  tulw  and  ovary 
may  shut  off  the  bloori  supply  and  cause  complete  atrophy  of  the 
ovary. 

The  diagnosis  of  the  absence  of  one  or  both  ovaries  can  only  be 
rjnacle  by  iuspeetiuii  uftcr  tliu  aixlomen  is  opened. 

2.  One  or  Both  Ovaries  May  be  Congenitally  Small.  This 
condition  may  be  priumry  or  sect)ndan'.  Martin  reports  tliirty-six 
cases  of  rudimcntarv  ovaries:  none  menstruated,  and  onlv  seven 
experienced  the  molimina.  Twelve  of  the  tliirty-six  cases  bad 
a  nidimentury  vagina,  and  in  every  ease  the  uterus  was  unrier 
size. 

Rudimentar)'  ovaries  have  been  recognized  hy  a  cnnjoinerl  exam- 
ination,  tlunifih  iliis  is  exceptional, 

3.  Supernumerary  ovaries  are  accounte^l  fur  cither  as  an  ac- 
quired segmentation  of  the  ovary  or  as  a  congenital  defect.  In  500 
casei!  supernumerary  ovaries  were  found  eighteeii  times  by  von 
Wenkel.  Siinger  reported  one  that  measured  1  cm.  by  0.04  t-m. 
As  a  rule,  tbey  are  much  smaller,  Pregnant-y  following  the 
removal  of  both  ovaries  is  e.xplaine<I  by  the  presence  of  a  super- 
numerary ovar}'. 

A  true  supernumerar}'  ovary  is  a  rare  finding,  but  an  accessory 
ovary  constricted  olf  by  adhesions  is  a  comparatively  fre<|ueDt 
lesion.  These  accessory  ovaries  may  be  connected  with  the  ovary 
by  a  pedicle  or  Ih;  completely  isolalefl.  Small  pe<lunculate(l  iKxlies 
are  (rei]ucntly  seen  near  the  ovaries;  these  aK  detached  liilws  of 
the  parovarium,  small  myomata  of  the  ovarian  ligament,  or  stalked 
corpora  fibrosa. 

The  clinical  significance  of  supernumerary  ovaries  is  in  the 
continuation  of  the  menstrual  and  cluldbearing  functions  after  the 
removal  of  both  ovaries. 

The  diagnosis  can  only  be  made  by  direct  inspection. 

4.  One  or  Both  Ovaries  May  be  CoogenitaUy  Large.     '^I'his 

anomaly  is  occasionally  fuuiid  associated  with  precocious  flrvclop- 
ment  of  the  sexual  organs.  Hyjwrtrophy  of  the  ovary  is  more  often 
an  acquired  lesion.  It  is  physiological  during  pregnancy  and  is 
commonly  associated  with  uterine  fibroids. 

It  must  be  remembered  that  the  normal  ovary  varies  in  size 
within  wide  limits. 
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CHANGES  IN  TH£  POSITION  OF  THE  OVART. 


The  nonnal  position  of  the  ovary  is  at  the  level  of  the  hriin  of 
the  pelvis  roiiiway  between  (he  horn  of  the  uterus  and  the  [Moas 
muscle.  There  ia  a  limited  phv-siologiral  ranpe  of  motion  inBuenced 
by  changes  in  the  p<isition  of  the  uterus,  ihe  filling  and  emptnng 
of  the  bladder  and  rei-tuiii,  the  respiratory  movement!),  and  changes 
in  the  attitude  of  the  patient.  During  pregnancy  the  ovaries  are 
elevated  into  the  ubduuiiiiHl  cavity. 

Pathological  eauseji  of  misplaee<I  ovaries  are: 

1.  Displacements  of  the  uterus  and  tubes. 

2.  Inflammatory  lesions  of  the  ovaries,  increa.sing  the  weight  of 
the  ovarie.s  and  rau.sing  them  to  fall  to  a  lower  level,  or  adhesions 
about  tiie  ovary  drawing  the  organ  out  of  place. 

3.  New-growths  about  the  ovaries,  crowding  them  out  of  place. 

4.  Increase  in  size  and  weight  of  the  ovaries  from  abscesites, 
hn'tnatoniatH,  and  fiirnnr  forTiiiitioiis,  caiisliig  ihciii  1o  pmlapsc 

Decensus  Ovarii.  OUusl&catioQ  (Sanger).  I.  Dasceiuus  lateralis, 
in  which  the  o\'ary  descends  no  farther  than  the  upper  border  of 
the  sacral  ligament. 

2.  DesceDsaa  postleiis,  in  which  the  ovary  descends  below  the 
upper  border  of  the  uterosacral  fold. 

llir  CBiues  of  descennu  ovarii  an-: 

1.  liiCTea.se  in  the  weight  of  the  ovary  by: 

a.  Ilypertruphy  and  hyperplasia. 

h.  Congestion. 

c.  Heemntoma  or  al)sceas. 

(/.  New-forinatii)ns. 

2.  Relaxation  of  the  supporting  ligaments  of  the  ovary. 

3.  Ketro[>osition.s  and  prolapsus  uteri. 
4-  Pelvic  adhe-slons  pulling  upon  the  ovaries. 

5.  Pelvic  and  abdominal  tumors  pu.filiing  the  ovaries  downward. 

6.  Severe  falb. 

In  4(X)0  cases  Martin  found  the  ovary  de.'«cemled  in  o04,  and  of 
this  nunilier  a  single  ovary  was  pmlajistMl  eighty-six  tinie-s.  The 
greatest  number  was  found  Iwtween  the  ages  of  twenty-five  and 
thirty.    They  are  rarely  seen  after  fifty  years  of  age. 

A  prolap-sed  ovary  nirely  rcnmin.s  normal.  'Hie  <li'jiendent  posi- 
tion interferes  with  the  return  circulation,  and  this  leads  to  a  chronic 
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hypcq)la.sm  of  the  ovarj'  (chronic  ovaritis).  In  the  564  cases  re- 
porKtl  by  Martin  chronic  ovaritis  was  found  401  times.  In  15 
there  KOA  cys)i<'  licgi'iicniliiHi  i>f  the  ovan-,  and  in  154  ca^ics  there 
was  periovaritis  nith  fixation  from  adhesions. 

Diagnosis.  The  diagnosis  Is  based  altogether  upon  the  ph\'sien| 
findings.  The  sirTnptonis  arc  wholly  unreliable  in  identifying  the 
lesion.  Kxcessive  symptoms  occurred  only  twenty-six  times  in  the 
Sfrl  cases  of  Martin.  Painful  menstruation,  dy.spareunia,  and  pain 
in  "lefeculion  art-  tliose  comino'nly  preM.'iit,  though  they  are  by  no 
means  constant.  Huw  much  pHrametriti.s  and  other  complicating 
lesions  have  to  do  with  these  symptoms  cannot  be  determined. 
Sterility  does  not  neccAsarily  follow.  It  is  difficult  if  not  impassible 
to  dcmon.stratc  that  the  n-fioK  .^vmptonw,  such  as  headache  and 
dyspe|Mia,  are  dependent  u[>o]i  diseases  of  the  ovary. 

The  disi>laced  ovar)*  is  recogni/^i  by  its  sixe,  form,  cona-stcncy, 
and  sen.sitivtrness  to  pressure.  An  anaesthetic  Is  always  of  advan- 
tage and  may  be  iiicIis[H'n.sablc.  .\  nt-tnalKlominal  examination  is 
often  more  satisfactory  tlian  a  vaginoabdominal. 

Not  only  must  the  jmsition  of  the  ovary  be  located,  but  it  is 
nef^:*.-tflry  iluit  tlie  cnvisc  of  the  di^plncement  Ik*  asctrtaimil. 

Hernia  of  the  Ovary.  |[emia  of  the  ovary  may  l>e  congenital  or 
acc|uired.  Congenital  hernia  of  the  ovary  is  commonly  bilateral, 
and  acquired  licniia  unilateral.  Iiigtiiruil  hernia  \s  by  far  the  most 
frequent  form,  ihmigh  the  ovary  may  descend  through  the  i-rural 
'ring,  navel,  ischiadic  and  obturator  foramina.  In  psi-udoher- 
maphroflites  the  ovary,  having  descen<le<i  through  the  inguinal  canal, 
is  likely  to  Id-  mistaken  for  the  tualicle.  Mcnciere  reports  a  .single 
ca.se  in  wliicti  the  uleru<ii,  together  with  tlie  ovaries  and  tubes,  was 
found  in  the  hernial  sac.  .So  long  as  the  ovary  is  not  incarcerated 
and  the  circulation  remains  undiMurbed  no  .symptoms  will  arise. 
When  from  compression  or  torsion  the  return  cirnilation  is  impeded 
the  ovarj-  Ix-conies  swollen  from  venous  stiisis,  and  may  finally 
become  gangrenous.  The  symptoms  inaugurated  by  this  condition 
are  pain,  vomiting,  and  collapse. 

The  dii^osla  rests  oxclasively  u|Mjn  tlie  fmding  of  the  ovary. 
When  the  ovary  and  tribe  alone  are  found  in  the  hernial  sac  and 
the  abdominal  wall  is  nut  thick  and  sensitive,  there  should  be 
little  difficulty  in  establishing  a  diagnosis.  The  ovary  h  recog- 
nized by  its  size,  form,  consistency,  and  sensitiveness  to  preasure, 
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anil  in  a  conjoined  examination  the  Fallopian  tube  i.s  found  to 
connect  the  <HspIaccd  ovary  with  the  utcru.s.  The  |H"rruA*ion  note 
is  (lull  in  contrast  to  the  tympanitic  uute  uf  the  bowel.  'Hie  abisence 
of  the  corresponding  ovar}-  in  the  pelvb  is  evidence  in  favor  of 
hertiiii  of  the  tivary. 

A  hydrocele  of  the  canal  of  Xuck  is  distinguished  from  hernUi 
of  the  ovary  by  the  cystic,  fluctuating  cliaracter  of  the  swelling 
and  by  the  presence  of  the  ovary  in  the  pelvia. 

Tt  is  (liflic-ult  to  distinguish  .strangulation  and  gangrene  of  the 
ovary  from  a  Mmnguliited  iiitcMliiiHl  henita.  Tympany  on  percus- 
sion is  elicited  in  either  case.  Finding  the  ovary  in  the  pelvis  will 
e.xclude  the  possibility  of  heruia  of  the  ovary.  N'ot  infretiuently 
an  exploratory  incision  is  rcijulrrd  to  establish  the  diagnosis. 

^^^len  the  hernia  Is  congenital  or  when  actpnred  before  the  time 
of  puberty  the  condition  may  go  unrecognized  until  puberty,  when 
the  ovarj*  becomes  enUrged  and  tender  during  the  menstrual  periods. 

HYPERTROPHY  OF  THE  OTARY. 

The  si^e  of  the  nvary  varies  within  wide  limits,  and  hence  it  19 
not  always  possible  to  distinguish  between  a  normal  ovary  and  one 
that  is  hypertrophied.  Hypertrophy  of  the  ovarj*  frequently  com- 
plicates uterine  fibroi<ls.  Such  an  ovary  meusuriug  four  inches  in 
lengtli  was  removwi  by  Wi-kstcr  logiMhcr  with  a  fibrocyslie  tumor 
of  the  uterus  which  wcighwl  eighty-seven  pounds. 

In  true  hypertmphy  there  is  an  increase  in  the  amount  of  ovarian 
tissue.  This  condition  is  not  to  he  confounded  with  hyperplasia 
of  the  connective-tissue  stroma,  the  result  of  passive  congestion 
and  inOammatlun.  There  are  no  characteristic  clinical  signs  of 
hypertrophy  of  the  ovary.  Early  pulierty,  unusual  sexual  vigor, 
and  a.  late  menopause  are  the  ascribed  manifestations, 

ATROPHY  or  THE  OVAfiY. 

The  physiological  atrophy  of  the  ovar)'  in  the  climacteric  may 
occur  some  time  before  the  menstrual  periods  uUogciher  cease,  or 
may  be  delayed  many  years.  Atrophy  of  the  ovary  usually  pre- 
ceiles  the  menopause  by  a  year  or  more,  but  is  seKlom  complete  for 
several  years  after  the  menopause. 
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A  pathological  atrophy  of  the  orary  results  from  interference 
with  the  iiutritiuii  of  the  t>rgiin  am)  fnnn  direct  and  continuous 
pressure  upon  the  ovary  by  tumor  formations  and  inflammaton- 
exudates.  InSammatur}'  Hdhe;s!otis  luuy  cuntruct  aliout  the  ovan' 
anil  tiilM-,  iiniiling  the  1)1(k«J  snpply  and  Imngiiig  on  atrophy. 
Swellings  of  t}ie  tulle's,  uterus,  and  ovaries  may  cause  pressure 
atrophy.  Atrophy  of  the  ovary  may  follow  the  infections  and 
contajfious  di.sease3,  sj'philU,  diabHcs,  the  primary'  and  secondary* 
anieniias,  myxa-dcnia,  morbus  Ba.sedowii,  tubes  dorsalis,  acro- 
megaly, anil  poLsoning  by  ar.'ienic  and  phosphorus. 

Varicosities  of  the  veins  of  the  mesovarium  have  been  reported 
by  Palmer  Dudley  as  Itcing  responsible  for  atrophy  of  the  ovary. 
Martin,  in  his  report  of  forty  ca.sc.s,  takes  the  position  that  the 
majority  of  women  with  atrophied  ovaries  suffer  from  pulmonary 
tulierculosis. 

Tlie  menstnial  functions  liecome  less  active  as  the  atrophy  of  the 
ovaries  pn)grc.*is<\s.  The  in<lividii'iil  often  increases  in  weight. 
Ner\*ous  disturbances  are  frccjuently  complainetl  of.  Tltese  are 
pain  and  throbbing  in  the  head,  Hashes  of  heat  and  cold,  iuHumnia, 
irritability  of  temper,  and  despondency.  A  [wsitivc  diagnasis  \s 
reservwl  until  direct  tnsi>eetion  of  the  ovaries  can  be  made.  .-Vtrophy 
together  with  cystic  degeneration  fretjuently  explains  the  early 
occurrence  of  (he  menopause. 

PARASITES  AMD  FOREION  BODIES  OF  THE  OVABT. 

The  echinococcoa  lias  Ijeen  identified  in  the  ovary  by  Krciind, 
.Si'hultze,  Schutx,  Orlh,  and  Pfanncnstiel.  The  diagnosis  can  only 
be  made  by  the  finding  of  the  organism  in  the  ovaiy. 

Foreijrn  bodies  have  rarely  lieen  found  in  the  ovarj*.  Calcareous 
concretions  and  ncetlles  have  been  discovered. 


OIROULATORY  DISTUEBANCES  IN  THE  0VAK7. 

Etiology.  There  i.s  a  physiological  hypeneinia  of  the  ovarj* 
during  mcnslnitition,  (*oiti»n,  and  pregnancy. 

The  ovaries  share  in  a  general  pelvic  congestion,  hence  all  cnibar^ 
rassments  to  the  general  circulation  from  difica-ses  of  the  heart, 
lungs,  kidney,  and  liver,  from  uUlominal  tumors,  collections  of 
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fluid  in  the  ubdomf  ii,  ami  coiiKti|)i)ti(>i]  will  cause  passive  congestion 
of  the  ovaries. 

In  certain  hemurrlm^pe  diseujics,  such  as  suorhutus  and  purpura, 
there  are  hemorrhages  into  the  sul»stanee  of  t}»e  ovaries.  Hyper- 
wniia  of  the  ovary  is  a  ronstant  act-oinpaniinecil  to  all  tlie  inflam- 
ninUiry  lo-sioiis  In  the  pelvis.  The  more  acute  the  lesion  the  greater 
ihf  hyptrrii^inia.  .\s  remarked  in  the  section  on  Descensus  Ovarii, 
the  ovary  Ls  eongesltnl. 

Hamatoma  of  the  ovary  is  often  of  oKsoiire  origin.  It  is  possible 
for  lu'iiiorrJiagi'.'i  tit  occur  in  the  ovarj"  as  the  result  of  any  of  the 
above-named  rausiw  for  liy[HTn'inia.  A.s  an  underiying  factor,  we 
may  have  degenerative  changes  in  the  Mnodvc-isel-s  of  the  ovary. 
Such  collection.^  of  hUMMJ  are  usually  foimd  in  the  follicles;  hemor- 
rhagt\s  into  the  interstitial  spaces  are  less  common.  Virchow  and 
Olshausen  eiLch  re|>(>rt  u  ca.se  coniplicutiiig  scorbutus.  Torsion  of 
the  ttihe  and  ovarian  ligament,  may  cause  heniorrliagea  into  the 
stroma  and  fuUicles  of  the  ovary. 

Alartin  reported  100  cilscs  in  which  blood  collections  in  the 
ovaries  varied  in  mtx-  from  that  of  a  )>ean  to  a  man's  fist.  Of  tbia 
numl>er  25  were  observed  Ix'tween  the  ii^.s  of  eighteen  and  fifty- 
two;  22  were  not  married;  the  right  ovary  wa.-*  alTfctetl  forty-seven 
times,  the  left  fiftv-fi\'e  times,  and  both  ovaries  thirtv-two  times. 
In  all  but  S  Cases  there  was  more  or  le.^  peritoniti.s,  and  4  of  the  8 
hud  uterine  fibroids.  1  chIoro.sis,  2  eniJometrilis  and  metritis,  and 
the  eighth  practised -ina.sturbation.  In  2()  of  the  100  casen  a  trau- 
matic cause  could  be  traced  in  the  hi.story,  such  as- the  pas.sing  of 
the  uterine  .sound,  the  wearing  of  |»essHries,  and  tlie  replacing  of  the 
uterus.  Iliemutunm  h  an  unusual  finding  In  an  otherwise  perfectly 
normal  ovary.  Any  of  the  new-formations  and  inflammator}*  lesions 
may  accoin|>any  ha'maToina. 

Anatomical  Diagnosia.  In  hy^iern'mia  of  the  ovary  we  find  s 
slight  incrca.se  in  size  in  all  diamctcr.«i  and  a  more  livid  color.  Fol- 
lowing a  long-standing  hyperiemia  there  is  an  increase  of  the  con- 
nective tissue.  The  tunica  albuginea  is  thickened,  and  the  follicles, 
tailing  to  rupture  througli  the  thick  and  resisting  tissue,  lead  to 
follicular  degeneration  of  the  ovary. 

Hnmatoma  Ovarii.  IIemorrhag«;s  into  the  substance  of  the  ovary 
arc  found  In  one  or  more  of  three  places — follicles,  corpua  luleum^ 
or  connective  spaces. 
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I,  Ilemorrhagea  into  the  jiMiclea  may  disteml  them  to  the  size  of  a 
man's  fist.  More  timri  a  siiigU-  follicle  may  be  involved.  The 
/ftretc'hwl  walls  i»f  the  fullielea  with  their  contained  IiUkmI  apiH-ar  of 
a  hhii-sh  lint.  The  contained  blood  may  or  may  not  be  coag(iljite<i 
and  is  dark  red  or  j;niyish-bn»wn.  The  inner  surfaiv  of  the  follicles 
is  .smootli,  though  fKx-a.si(>n»lly  made  uneven  by  coagnlated  blood 
mlhcring  to  the  surface.  Fatty  degeneration  of  the  epithelium 
lend.s  a  yellowish  tint  to  the  inner  surface.  The  contained  blood 
may  be  wholly  ab»ort>ed  or  converted  into  fibrin,  which  !)y  contract- 
ing may  obliterate  the  folHcles.     Oocasionally  the  foUicIe  bursts, 

Fib.  m 


nmnntoma  o(  tbi>  corpus  lubium.  Tba  ovnry  [■  jmttly  h}rpi"tni|>hl»i1,  uml  «l  thr  illntal 
vnil  !■  a  Klnsk-  iirulrudin^  liluuJ  cyaC  tlie  slia  vC  un  EiigHih  waIhuc,  romiMl  troni  ■  connw 
IvttmmL 

and  the  bhwd  escapcii  into  the  peritoneal  cavity.  The  escaped 
blood  has  been  known  to  set  up  a  peritonitis,  and  cases  are  recorded 
where  the  hemorrhage  was  fatal.  Infection  of  the  btood  may  give 
rise  to  alwees:*  formation  in  the  ovary. 

2.  Hemorrhatjfjt  into  Die  rorpua  Itiicum  lire  identified  by  the  cor- 
rugated lining  membrane  of  lutean  cells  or  by  the  granular  appear- 
ance. Such  bu<lie.s  are  single,  and  are  loeate<l  in  the  periphery  of 
the  ovary.  Htematoma  of  the  corpu^s  biteuin  ha.s  l>een  known  to 
attain  the  sl»;  of  a  child's  head. 

3.  Ifnjunrhayr-  iniu  ihp-  cimrwctivr-lusiic  spweg  is  less  common. 
Such  hemorrhages  are  often  multiple,  dnd  are  seldom  of  large  size. 
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Multiple  piiiict,Ht<?  hemorrhages  may  be  distributed  through  the 
stmma  and  add  luntcrially  to  the  size  of  the  ovary. 

The  blood  is  found  in  vuriuiis  stages  of  prcstTValiuii.  In  fol- 
licular hematoma  the  epithelium  lining  the  blood  cyst  may  be  well 
preservetl,  assuming  a  variety  of  shapes  from  cylindrical  to  flat- 
tened. Several  layers  may  be  found.  In  the  Iarg«T  hirmntoinata 
there  may  be  but  a  single  laytr  of  flat  epithelium,  and  oven  this 
may  partially  or  wholly  di.sappear  throuj^h  pres.sure  atrophy.  BlomJ 
extravasations  and  congested  bloodvessels  may  be  seen  in  the 
tunica  propria. 

In  the  hiematoma  of  the  corpus  luteum  the  wall  is  more  congested 
and  ihickttr  Uiu.ii  in  tlie  preceding  variety.  On  the  ioner  ^lurface 
■of  the  cyst  there  in  a  dc[Ki,sit  of  fibrin,  in  the  nic-shcs  of  which 
are  <li8integrated  Mood  and  small  round  cells.  Beneath  this  are 
the  lutean  cells,  varying  in  number,  .size,  and  form  according  to  the 
age  and  size  of  the  hiematoma.  Kvtcrnal  to  the  lutean  cells  is 
tlie  tunica  externa,  eornpo.seil  of  (ibruus  tissue. 

Clinical  Diagnosis.  There  may  be  no  clinical  manifestations. 
Tlie  ovary  is  usually  tender  to  pressure.  Pain  in  the  ovary  may 
nuliatc  to  the  hack  anil  thighs.  The  pain  i,s  at  its  height  during 
the  period  of  premenstrual  congestion,  and  abates  when  a  free  flow 
is  establisheil. 

It  has  been  sai<l  that  when  pelvic  congestion  is  present  and  a 
throbbing  pain  develops  in  tln^  ovary,  with  no  elevation  of  tem- 
perature, it  is  to  be  inferred  that  a  hfcmatoma  has  deveIope<l  in 
the  ovary.  A  diagnosis  cftn  only  be  made  on  exploration  uf  the 
ovary. 

In  a  bimanual  examination  the  ovary  is  invariably  found  enlarged, 
though  it  is  .seldom  larger  than  a  walnut.  The  consistency  Ls  tense 
and  ela:stic. 

Although  sharply  circumscril>ed,  the  ovary  is  usually  irregular 
in  outline.  It  i.s  found  on  a  lower  level  than  normal,  often  lying 
low  beside  or  behind  the  uterus. 

It  is  diihcult  and  often  i!n[MJSsihle  to  diB'eretitiate  hyprrrpmia. 
harmatoma,  and  inflammation  uf  the  ovary.  The  pain  and  tender- 
ness may  be  otpialty  intcn.se,  and  there  may  be  no  distinction  in  the 
physical  Hndings.  In  inflammation  the  symptoms  are  usually  of 
longer  standing  and  more  pronounced.  Tlie  history  of  tlie  onset 
should  be  cou-sidered, 
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IMFLAUUATXOM  OF  THE  OT&RY  COOFHORITIS,  OVABITXSj. 

For  practical  clinical  piirpowa  inflatnmatinn  of  the  ovary  will  Iw 

cla-ssificii  as  acute  ami  chronic. 

I.  Acute  Ovaritis.  Acute  itiHuminatiun  of  the  ovary  is  due  to 
direct  invasion  of  the  ovary  by  hacteria  or  to  the  influence  of  their 
toxic  pixxlucts.  Certain  inoi^aiuc  poisons  (phosphorus,  arsenic) 
act  in  a  similar  manner. 

All  the  infectious  diseases  may  be  complicateii  by  ovaritis,  in- 
cliuling  the  exanthemata,  typhoid  fever,  cholera,  pneumonia, 
influenza,  ilyscnterj-,  wound  inf»-ction.H,  gonorrhora,  and  tubcr- 
cutosis. 

The  micro-organisms  found  in  the  ovary  under  such  conditions 
are  the  .staphyliM-tjeci,  streptococci,  pneumoeotxi,  gonococci,  typhoid 
ha<'illi,  and  actinoinyi-es. 

In  all  the  above-named  causes  of  ovaritis  the  same  general  ana- 
tomical clmtige?!  follow,  there  tM'ing  no  essential  difference  in  the 
anatomy  of  the  various  etiological  forms. 

Pfannenstiel  conaidera  acute  ovaritis  under  the  heads  of  septic 
and  g«.iriorrhopal. 

1.  Acote  8«pUc  OTarltls  is  a  iinnplica'tion  of  puerjferHl  sejisis,  l>ut 
a  similar  lesion  mav  arifie  from  the  nor-ptier]>rml  septic  agencies 
above  nameii. 

The  ovary  is  uniformly  cidargc<I  and  reddened,  and  the  stroma 
becomes  inBhrateil  with  »  serous  exudate  and  small  round  cells. 
The  foUicular  epithelium  ilegenerates,  the  ovutn  dies  and  is 
absorboil,  and  the  liquor  folUculi  becomes  turbid.  Suppuration 
may  follow,  leading  to  the  rorinatlon  nf  td)sccsses  in  the  corpua 
luteuni,  follicle.s,  and  interstitial  .spacers. 

Death  may  follow,  but  resolution  is  the  rule,  and  this  is  possible 
either  by  complete  absorption  of  the  exudate  leaving  the  ovary  in 
a  normal  condition,  or  by  atropliy  of  the  connective  tissue,  with  its 
subsequent  i-onlnulion. 

2.  Aeiit«  gonoiThsal  ovaritis  is  rarely  primary,  and  is  almost 
invariably  sectmdary  to  .salptugilLs.  In  exceptional  cases  the  infec- 
tion is  cnnvcywl  from  the  cer\-ix  thnnigh  the  lymphatics  of  the 
broad  ligaments  to  the  hilum  of  the  ovary. 

Wertheim  has  .succeeiled  in  demonstrating  the  gonococcus  in  the 
ovary. 


II.  dironic  ovaritis  Is  n  clinical  term  designating  a  long-stand- 
ing lesion  of  the  ovary  cliaracterir^J  by  hj'pcrplasia  of  the  stroma 
and  secondary  atrophy  of  the  parenchyma. 

Chronic  ovaritis  may  be  the  terminal  .stage  of  an  acute  infection 
of  the  ovary.  Any  condition  causing  prolonged  congestion  of  tlie 
ovary  will  result  in  chronic  ovarilift,  auch,  for  example,  as  sexual 
excesses,  nicaslnnil  congestion,  .suhinvolutioti,  uitilpositions  of  the 
Uterus,  habitual  constipation,  incompetency  of  the  canllovaatMilar 
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Cbronlu  ovaritis  W1II)  falllcular  defcnermiticin. 

system,  pelvic  and  abdominal  tumors,  and  disorders  of  the  organs 
of  digestion. 

Oystic  Degeneration  of  the  Ovaries.  It  may  now  be  fairly 
stated  that  the  profession  in  general  has  come  to  regard  cystic 
degeneration  of  the  oviiries  In  a  less  serious  light  than  was  first 
presented,  but  yet  act-onls  the  lesion  a  rightful  place  among  the 
morbid  (auditions  of  the  ovary. 

I  have  made  microscopic  and  clinical  studies  of  ISO  ca^es  in 
which  one  or  both  ovaric^i  were  removed  or  resected  for  foUicitlar 
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sneration.  Of  the  ISO  cases,  160  were  operated  by  Dr.  Web- 
ster, 20  by  myself;  only  39  of  these  cases  were  uncomplicated. 
In  141  of  the  cases  the  ovaries  were  operated  in  connection  witli 
other  lesions.  My  obser\"niions  have  extended  over  a  period  of 
twenty-two  months.  From  the  clinical  records  I  liave  tabulated 
the  clinical  signs  which  appear  to  be  directly  referable  to  tlic  ovary. 
In  this  I  have  met  with  difficulty  because  of  the  frequent  presence 
of  associated  lesions  which  often  mask  those  orrEinarily  ascribed 
to  the  ovary.     In  many  instances  it  has  not  been  possible  to  say 
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that  the  cystic  ovaries  Imve  contributed  to  the  symptom-complex 
because  of  the  presence  of  more  serious  lesions. 

After  the  removal  of  all  existing  lc.sion.s,  ami  relief  from  all  synip- 
'toms  obtained,  it  has  not  always  been  possible  to  say  to  what  extent 
tlw  resection  or  removal  of  the  ovaries  contribute<l  to  the  recovery. 
For  example,  cystic  degeneration  of  the  ovaries  assitciated  with 
salpingitis  and  retroversion  of  the  uterus  with  adliesions  might 
give  rise  to  backache,  sterilitv,  and  dysmcnorrlKPa,  and  contribute 
to  general  nervous  phenomena,  but  it  is  manifestly  impossible  to 
determine  to  what  extent  the  ovaries  contributed  to  the  suffering 


42fl 


SPECIAL  DIAOmSIS 


and  dUability.  However,  it  may  W  expected  tluit  anatomical  and 
clinical  .studies  of  a  large  number  of  these  eases  would  yield  some 
valuable  sugge-stions,  and  espet-ially  so  when  compared  with  similar 
studies  of  uii  com  plica  teil  ca^es. 

In  reviewing  the  opinions  of  the  obsen-ers  who  have  written  upon 
the  siibjc<*t,  including  Vircliow,  Gebhard,  Abel,  Klub,  Ziegler, 
Ruge,  Pfannenatiel,  Amann,  Maiiii:,  and  Krakin,  I  Btid  it  to  be 
the  consensus  of  opinion  that  follicular  degeneration  is  the  result 
of  chronic  ovaritis;  that  these  follielus  do  not  arise  from  eel!  inclu- 
sions, as  stated  by  Nagel,  but  are  the  tUrect  result  of  passive  con- 
gestion and  hyperplasia  of  the  stroma. 

As  a  suggestion  of  the  patliolnf^cjd  nature  of  ftillicular  cysts,, 
Martin  observes  that  they  are  not  confined  to  the  outer  zone  of  the 
ovary,  as  is  the  case  with  ripene*!  follicles,  but,  on  the  contrary, 
are  distributed  throughout  the  stroma.  'ITiis  he  regarrls  as  of 
greater  significance  thuii  the  number  uiid  s'ljx  of  the  follicles,  ^£a^- 
tin  doe-s  nut  attempt  1o  fix  the  normal  limits  in  size  for  a  follicle, 
but  says  they  are  manifestly  pathological  when  ibey  approach  the 
ovary  in  size,  whether  they  contain  ova  or  not. 

Ziegler  described  a  follicular  cy»t  tlie  .size  of  a  man's  head,  atid 
Martin  reports  one  which  weighed  seventeen  pounds. 

In  the  ISO  cases  of  cystic  degeneration  of  the  ovaries  in  which 
complete  or  partial  removal  4>r  one  or  IhiIIi  ovaries  was  done  the 
following  anatomical  conrlinons  were  notwl:  the  cysts  varie«i  in 
size  from  a  pea  to  an  English  walnut,  and  in  number  from  one 
to  a  score  or  more. 

RefereniT  to  ibe  diagrams  in  Fig.  174  .shows  that  these  cysts, 
as  Martin  has  puinteil  uiit.  are  not  euuGiic^l  U>  the  peripher)'  of  the 
ovary,  as  is  the  case  with  ripeneil  follicles,  but  are  distributed 
throughout  the  stroma  and  may  almost  replace  the  stroma. 

On  microscopic  examination  of  these  ovaries  I  have  Uvn  a-nton- 
ished  to  note  the  scarcity  uf  normal  follicles  which  contidned  ova. 
In  a  few  sections  none  were  tn  lie  found,  and  in  nearly  all  they  were 
fewer  in  numln-r  than  would  appear  to  be  normal.  The  explana- 
tion proluil>ly  \u'H  in  the  atre.siu  brought  alK)Ut  by  the  adililion  of 
new  connective  tissue  to  the  stroma  and  its  snbsenncnt  contraction, 
lu  a  small  percentage  of  coses  fresh  corpora  lutea  were  found, 
showing  the  ovarj-  capable  of  functionating.  In  all  of  them  corpora 
albicantes  were  abundant. 
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Hyaline  flegeneralJon  is  a  prominent  feature  in  nearly  all  sec- 
tions. The  walU  of  hlooUveiwels,  wirimni  albicatitt'S,  stroma,  and 
tunica  albupnea  all  piissiw-s  more  or  le^s  of  a  hyaline  deposit.  This 
ha.'i  been  marki-c)  in  the  ovaries  of  young  iniJividuals.  Congestion 
of  the  bloodvessels,  while  not  constant,  was  a  notable  (("Jitiire  in 
almost  all  cases.  Round-cell  inBltration  of  the  stroma  was  fre- 
(juently  observed. 
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Gland-like  slructuroa,  tliv  remains  of  Gartner's  ducLs,  were  opca- 
sionally  found  in  the  hilus  of  the  ovary.  In  the  follirles,  not  exceed- 
ing a  pea  in  size,  the  membrana  granulosa  and  ova  were  usually 
found,  and,  when  nrcsent,  the  ova  were  never  in  a  healthy  state. 
In  the  lar^r  t:y.sts  I  have  carefully  searched  for  lutean  cells  in  the 
walls,  but  have  repeateilly  failed,  and  in  many  there  were  traeea 
of  membrana  granulosa  and  theca.  Cysts  the  sise  of  a  walnut  were 
undoubtetlly  folUcutar,  though  a  larger  number  were  from  corpora 
lutea. 
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A  review  of  the  clinical  history  of  these  180  cases  includes  the 
records  of  tlie  pathological  fimliiigs  at  the  time  the  operation  wu 
maile,  with  a  view  of  iletennitiiiig  to  what  extent  lhi'»e  morbid 
changes  in  the  ovary  contributed  to  the  suffering  of  the  patient, 
and  for  the  piir[>ose  of  determining,  if  possihle.  the  clinical  impor- 
tance of  the  lesion. 

Of  the  180  cases,  39  were  unconiplicatetl  by  pelvic  legions  oUjcr 
than  follicular  degencnitiiin  of  the  ovaries.  A  careful  clinical  study 
of  these  uncomplicated  cases  should  afford  some  dePnite  ttjnclu- 
sions.  In  the  reniuining  141  cases  in  which  there  were  coniplicuting 
pelvic  lesions,  it  ha,^  been  posiublc,  lo  a  certain  extent,  to  note  the 
Hile  played  by  the  c}'stic  ovaries,  but  this  was  only  attemptetl  after 
a  careful  analysis  of  the  uncomplicated  cases. 

In  the  3U  uuctHuplicated  cases  general  pelvic  [)alns  were  com- 
plained of  in  16;  pain  in  the  rvgion  of  tlic  left  ovary  in  II;  pain  in 
the  region  of  the  right  ovary  in  10,  and  pain  in  the  back  in  19  cases. 
It  was  a  rule,  to  which  there  were  a  numlicr  of  exeeptioiis,  that  llie 
pain  was  referred  to  the  affected  ovary.  WTien  both  ovaries  were  in- 
volved the  pain  was  likely  to  be  distributed  throughout  the  pelvis, 
ami  when  one  or  both  ovaries  were  cystic  and  lay  Itehiiid  the  uterus 
there  was  usually  backache.  In  chcIi  case  pelvic  paiu  was  com- 
plained of.  Tenderness  was  almost  always  elicited  by  pressure  upon 
the  affectctl  ovaries.  In  18  of  the  39  ca.ses  there  was  <lysmcnorrha'a, 
and  in  the  most  of  these  cases  the  pain  j)reeeded  the  apjK'arance 
of  the  menstrual  3uw  and  cuutinueil  throughout  the  [>eriod. 

In  34  cases  the  flow  was  normal  or  decreased  in  amount;  in  5 
cases  there  was  menorrhagia;  fi  of  the  cases  were  sterile;  G  were 
married,  and  the  remaining  27  had  l>oriie  from  one  to  nineeluhlren. 
In  three  cases  it  is  recorded  that  the  patient  wa.*!  hysterical,  and  in 
II  cases  general  nervous  disturbances  were  complained  of.  Head- 
ache was  present  in  15  cases. 

In  reviewing  the  histories  of  the  141  complicated  cases  T  have 
satisfied  myself  in  many  instances  that  the  cystic  ovaries  contributed 
in  the  above  manner  to  the  discomfort  of  the  ind!\'itlual. 

VarJco.se  ovarian  veins  in  the  broud  ligaments  arc  doubtless  a 
more  common  factor  in  the  causation  of  cystic  dcgrnenitinn  of  the 
ovaries  than  would  be  inferred  from  these  stati.stics.  Doubtless 
Ihey  were  not  always  reconled  when  found,  and  the  Trendelenburg 
jwsition  would  empty  the  veins  and  make  tliein  le.ss  prominent. 
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The  passive  cjongestion  in  the  ovaries  as,  the  direct  result  of  vari- 
cosities in  the  ovarian  veina  would  lead  in  lime  to  hydrops  of  the 
folliL-les.  and  tlie  hyperplasia  of  tlie  struma  would  hinder  the  rupture 
of  the  enlurgcfl  follicles. 

The  average  of  the  cases  when  o]>erated  was  thirty-two  years. 
The  youngest  was  nineteen  years,  am]  the  oldest  forty-eight  years. 
The  grc-Htcst  number  were  operated  Wtween  thirty  and  forty  years 
of  age,  but  there  was  an  almost  equal  number  between  twenty  and 
thirty  years.  The  usual  infectious  diseases  of  childhood  were 
cxpericuuwl  in  05  per  cent,  of  the  IM)  cases;  and  llicre  was  a  history 
of  puerperal,  postabortive,  or  gonorrhtt-al  infection  in  03  |H'r  cent. 
The  average  duration  of  tlie  symptoms  was  seven  j'ears.  These 
obser\'ations  Imve  led  me  to  the  following  conclusions: 

1.  Cystic  <legencration  of  the  ovaries  is  almasi  invariably  the 
result  of  chronic  ovaritis,  which  in  turn  is  caused  by  infection 
or  passive  congestion  of  the  ovary.  It  is,  therefore,  a  morbid 
lesion. 

'2.  One  or  tnore  ripenet!  follicles  in  the  ovary  are  not  to  be  mis- 
taken for  follicular  degeneration. 

3.  .Sjinptoms  referable  to  cystic  degeneration  of  the  ovaries  are 
pelvic  pain  and  tenderness,  dysmeuorrhtru.  sterility,  and  general 
ner\-ous  phenomena.  Of  these  symptoms,  pain  is  of  constant  occur- 
rence, but  is  not  constant  in  character  or  location.  Too  much 
stress  is  not  to  Ijc  laid  upon  the  ci)!n])[aint  of  pain  atid  tcmU^rness, 
for  uniloubtedly  the  explnnalion  frerpiently  lies  in  the  prc-scnoc  of 
asHoc-lutMl  lesions  or  in  an  instability  of  the  general  nerx'ous 
system. 

4.  Cj-stic  degeneration  of  the  ovaries  doubtless  contributes  to 
a  general  ner^'ous  slate,  but  in  my  judgment  this  can  only  l>e  due 
to  the  local  discomfort.  I  doubt  if  there  can  exist  a  general  dis- 
turbance of  the  nervous  sy.steni  referable  to  the  ovaries  without 
local  discomfort.  Tlicrcfori',  in  the  absence  of  local  disorders,  the 
general  nervous  phenomena  should  not  call  for  surgical  inter^'enlion 
or  for  any  consideration  of  the  o%'aries. 

Abscess  of  the  Ovaxy.  We  may  speak  of  acute  atui  chronic' 
abscesses  of  the  ovary. 

1.  Aent«  abswss  ol  the  ovwy  is  seldom  recognized  in  a  clinical 
cxaininntion.  .Such  alwcesscs  commonly  arise  in  the  course  of  acute 
general  septic  infections  with  a  .*!peedy  fatal  termination.     Hence 
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it  is  the  rule  that  acute  abscesses  of  the  ovary  are  usually  discovered 
in  a  [H>stm(>rtrni  examination. 

2.  Ohrouic  Abscess  q1  the  Ovary.  Mcnge,  in  H3  c&sen  of  ovarian 
absf-e^ses,  found  the  gonococcus  in  f),  the  colon  bacillus  in  4,  th« 
streptococcus  in  1,  saprophytic  anaenjliic  tnirni-<irpanisms  in  1, 
and  in  18  the  pus  was  found  sterile.  Martin  found  the  pus  sterile 
in  20  out  of  55  cases. 

Anatomical  Diaignosis.  As  in  liteniaioina,  mo  in  absccas  of  the 
ovary,  then.'  are  three  Incalilie.s  in  whiHi  they  may  ilevclop— the 
interstitial  spaces,  the  follicles,  and  the  corpus  luteum. 

Interstitial  abscesses  are  found  in  all  portions  of  the  ovary.  They 
are  usuully  uiuUiple  and  Irregular  in  outline.  The  wall  of  the 
abscess  is  composed  of  connective  ti-ssuc  infiltratefl  with  small 
round  cells. 

Follicular  abscesses  u.sually  present  a  smooth  wall  of  connective 
tissue.  They  inay  be  .single  or  multiple,  and  may  attain  the  size  of 
a  man's  head. 

Corpus  luteum  abscesses  are  reco|;;nized  by  the  corrugated  inner 
lining  of  the  cyst  wall.  The  abitcess  lies  superficially  and  is  usually 
single.  The  blood  coa^uluiii  in  the  tentre  of  a  rorpu.s  luteum  is  a 
favorable  niiliis  for  pyogenic  micni-urganisms.  This,  with  tlw 
AuperHeial  po.sltion  of  the  corpus  luteum  and  its  intimate  connection 
with  an  infected  tube,  makes  infection  easily  possible. 

Tubo-ovariaa  abscess,  by  wliich  Is  understood  a  pyosalpinx  directly 
comniuiiicHting  witli  an  ovarian  alx*iccss,  may  be  primary  or  seo- 
ondary.  A  primary  tulto-ovariaiii  akscess  be^iis  a.s  a  pyosalpinx 
ami  an  ovarian  abscess,  which  later  communicate  and  fomi  one 
continuous  abscess  canty.  A  secondary  tubo-ovanan  abscess  arises 
from  a  secondary  infection  of  a  primary  tubo-ovarian  cyst. 

Id  110  cases  uf  ovarian  abscesses  Martin  found  a  lulio-ovarian 
abscess  in  IS. 

Clinical  Dia^osis  of  Ovaxitis.  The  clinical  picture  is  a 
variable  one.  'llie  ovary  is  seldom  involveil  alone,  hence  the 
clinical  pictun!  of  ovaritis  is  rarely  ob.-?erved  iuilependenl  of  cotn- 
plicatiiig  intlammatory  lesions. 

AoQte  ovaritis  causes  u  rise  of  tem|>erature  and  increase  in  the 
palae  rate.  There  is  ex<[uts)te  tenderness  on  pressure  over  th« 
ovar%-,  Ml  much  s<i  that  an  anccsthetic  Ls  retiuir^'d  in  paljmtin^*  it. 
For  practical  pur^x»es  a  diagnosis  of  acute  intlammalion  of  the 
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adnexa  is  sufficient.  \Mieii  the  acute  suge  of  the  inflainmslioti  lias 
subsided  thr-  ovary  can  Ik-  nutliiu'd  liv  ii  hiiiianiial  exaiiiiiiation. 

In  chronic  oTaritia  there  is  no  elevation  in  temperatuit'.  Pain 
in  the  region  of  the  affected  ovary  mdiattng  to  the  groin  and  thigh 
is  the  most  constant  symptom.  Occasionally  the  pain  recurs  at 
regular  iutervals  l>etween  the  menstrual  perioils  ("mtittlescliuiertz"). 
The  explanation  of  this  phenomenon  is  the  rii>ening  and  bursting 
of  the  follicles  through  the  resisting  stroma  and  luuica  albuginea. 
Individuals  show  a  nriarkei]  diffprenci'  in  their  susex-ptihility  to 
pain. 

Chronic  ovaritia  may  exist  to  a  marked  degree  witliout  causing 
pain,  while  on  the  other  hand  a  very  slight  in\*olvement  of 
the  ovary  may  cause  iiiti'iise  suffering.  The  pain  'u  aggravated 
during  the  period  of  premeiistnial  and  menstrual  congestion.  The 
pain  of  chronic  ovaiitis  is  often  but  the  expression  of  a  general 
nerve  storm,  and  it  is  difficnli,  indi-tHJ,  to  determine  ju-st  how  much 
the  lesion  in  the  ovary  has  to  do  with  llie  pain. 

In  the  early  stage  of  chronic  ovaritis  the  menses  are  increased, 
but,  as  the  true  ovarian  tissue  gives  place  to  connective  tissue,  tlie 
mensej*  become  more  ainl  more  scant.  Sterility  Is  a  common  com- 
plaint, and  is  the  immediate  result  of  such  complicating  lesion.-;  as 
salpingitis  and  endometritis  more  often  than  of  ovaritis.  When 
the  cause  of  sterility  rpsLs  in  the  ovary,  the  explanation  lies  In  the 
destruction  of  the  ova  and  in  the  failure  of  the  fullicles  to  rupture 
through  the  thickened  stroma,  tunica  albuginea,  and  surrounding 
adhesions. 

When  suppuration  of  an  ovary  foUnw.s  u[x>n  ovaritis  the  symp- 
toms are  all  aggravated.  In  acute  abwvss  itf  the  ovary  the 
symptoms  are  all  maske<l  by  the  complicating  peritonitis,  metritis, 
and  salpingitis. 

Increase  in  Uic  pulse  rate  and  elevation  of  temperature  are  to  be 
expected  in  acute  abscesses,  but  are  often  wanting  in  the  chronic 
stage. 

in  determining  the  cAuse  of  the  infection  it  Ls  important  to  con- 
sider the  clinical  historj-,  a.-?  a  pos-fihlc  cliildhirth,  abortion,  or 
gonorrlnjeal  infection  may  play  a  part. 

Physical  examination  of  the  pelvic  viscera  and  of  the  leucorrlitt*al 
discharge  may  reveal  a  gonorrhoea!  or  tuberculous  infection  of 
other  ]>urtiuns  of  the  genital  tract. 
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The  dia^osts  is  made  in  part  hy  a  consiileration  of  the  above 
symptoms,  but  an  nhsohite  diagnosis  cannot  he  made  without  s 
physical  exu  mi  tuition,  and  is  often  resen'ed  until  an  explumtory 
incision  offers  further  light. 

Tenderness  und  puiii  may  be  comphiine<I  of  in  the  presence  of  a 
perfi'ftly  ncinnal  ovary,  and  clironir  ovaritis  may  exist  witliout 
causing  pain  or  tenderness  on  pressure. 

Direct  pulpatinn  of  the  ovary  in  a  himanuHl  examtnalion  under 
anaesthesia  i.s  indispensable  in  making  a  diagnosis.  The  slight 
increase  in  size  und  consistency  of  the  (lise-ase<i  uvary,  together 
with  evidence  of  infection  ebewhere  in  the  genital  tract,  will  best 
suggest  the  diagnosis. 

The  diagnosis  cannot  Ik-  bawiJ  ii|tf)n  ihe  increase  tn  size  in  the 
absence  of  paiu  and  tenderness.  Hypertrophy  and  cystic  degen- 
eration of  the  ovary  will  cause  a  similar  increase  in  Uie  size. 

Abscess  of  tbe  ovary  cannot  be  diagnos4'd  from  constitutional 
syniptuins.  Clulh>,  fever,  rapid  pul?^e,  and  pain  may  all  be  absent 
in  the  presence  of  an  ovurinn  abscess. 

The  diagnosis  is  based  upon  the  finding  of  a  rounded  swelling 
beside  or  Wlilnd  the  uterus,  and  not  irninedialcly  connected  with  it. 
The  tube  may  be  traced  from  the  swelling  to  tbe  honi  of  the  uterat. 
Tlie  o\Tiry  is  tender  to  pressure,  and  is  always  restricted  in  its 
movements  by  adhesions.    Fluctuation  is  not  often  elicited. 

It  is  sometimes  possible  to  judge  of  the  liahility  of  the  abscess 
to  rupture  by  the  degree  of  tension  associated  with  the  pain.  At 
such  a  time  tlie  temperature  and  pul.se  arc  usually  elevated,  and 
there  are  increstsing  pn-S-surc  .symptnnw  referrerl  to  the  rectum 
and  bladder,  and  along  the  sacral  ner\es  to  the  thiglis  and  back. 

On  rupture  of  the  abscess  the  temperature  may  drop  and  the 
pain  cease.  If  the  abscess  has  rupture<l  thmugh  the  vagina,  rec- 
tum, bladder,  or  alHloininnl  wall  tlicre  will  lie  an  escajK*  of  pus, 
which  is  usually  feti<l  and  mixed  with  blood.  If  the  abscess  ru|H 
tures  into  tbe  peritoneal  cavity  and  the  pus  is  confinwl  by  adbesious, 
there  will  l>e  n  tncHlernlion  in  the  tcnifH'rature  and  pain.  If  no 
lulhesions  protect  the  peritoneum  tliere  will  rapidly  follow  symjH 
toms  of  general  suppurative  jwritonitis.  Return  of  the  abscess 
in  the  ovary  is  of  common  occurrence.  Fistuhe  and  clirouic  su[^ 
punitioii  are  possible  n>.-4ulLs  which  demutid  tlie  removal  uf  the  sac 
long  after  a  spontaneous  mpiiire. 
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Differential  Di&gUOSis.  CongestioD  of  the  ovary  may  U;  mht- 
taken  for  an  inHanirnation.  The  liiston*  of  the  (Jevei«|niiciit  of  the 
lesiuii  and  thtt  durutiuu  aiid  iiiteiisttv  of  the  disturbance  are  the 
guides  to  a  diagnosis.  No  sharp  line  ean  l>e  drawn  )H>tween  these 
lesions,  even  by  anatomical  studies  of  removed  ovaries,  and  hence 
it  is  impoAsiMc  to  clearly  define  the  two  conditions. 

Salpingitis  \s  often  Mssociatcd  with  ovaritis,  ami  the  two  maj  he 
in.separahly  coniiectetl,  so  that  it  is  impussible  to  distiiij^uLtb  ttie 
ovary  from  the  tube  in  a  bimanual  examination.  Adhesions  bimi- 
iiig  the  lulie  ami  ovun*  may  unite  them  into  a  MUgle  rounded  or 
oblong  tumor  ma^. 

In  general  it  may  be  said  that  inflammatory  .swellings  of  the 
tube  are  dongateil,  retnrt-.shaped,  ami  immc<hatcly  connccte<l  with 
the  horn  of  the  utcnw,  while  inflammatory  swellings  of  the  ovary 
are  ruumi  and  not  so  intimately  connected  with  the  uteru:). 

Parametric  exndfttes  lie  at  n  lower  level  in  the  {H'lvis  than  itne-s 
an  ovarian  uiKi<.-e.s.s.  The  swelling  is  more  diffuse  and  is  absolutely 
immovable.  I'urtlicnnorc,  a  parametric  exudate  i.s  intimately 
connected  with  the  uterus,  and  is  more  often  unilateral  than  are 
ovarian  nhscpsses.  An  ovarian  abscess  is  slower  In  its  devehipment 
am!  slower  in  Ijcing  absorbed  than  is  a  parametric  exudate. 

PeritTpMitis  Is  usually  nut  diflieult  to  distinguish  from  inllamma- 
tory  lesions  of  the  orary.  The  higher  location  on  the  right  side  and 
the  accciinpanvittg  di.stiirbanct^  iif  the  digestive  orgaiLS  will  ii.sually 
.lerve  to  exclude  the  ovary.  The  diagna-ii.s  will  be  miidc  with  cei^ 
tainty  by  outlining  the  ovary  apart  from  the  perityphUtic  exudate. 

New-growths  of  th«  ovary,  including  ovarian  cysts,  are  l&ss  tender 
to  pressure,  the  {min  is  mrely  so  6xed,  and  the  outline  of  the  tuuior 
is  often  quite  irregidar.  Finally,  their  tendency  to  grow  to  a  large 
sixe  will  sene  as  points  of  distinction. 

SIMPLE  CYSTS  OP  THE  OVART. 


Among  simple  cysts  of  the  ovary  will  be  included  those  cystic 
formations  occupying  an  intermediate  position  between  the  cystic 
inflaniniatnry  li\siiMi-s  and  the  cystic  ncw-f(trmatioiis. 

1.  Pollienlu-  Cysts.    Sec  page  42f>. 

2.  Corpus  ltit«iim  CTsts,  as  the  name  implies,  arise  from  the  corpus 
lutcum,  and  hence  are  single  and  are  located  on  the  periphery  of  the 


Oorpu*  ttrtamm  «]rat.  Kntnoroua  Hnnll  rollii-ulnr  cysta  t.'n  aecn  In  the  auhalMnr*  of  lbs 
4lt-ary.  At  the  periphery  o(  IIip  ntitry  >•  ■  lliln-iriil!p<l  vymi  <lo»t>1i>  ihv  aliK  of  tbp  oi-kry, 
*<Hlaci«iti>tlaK  litkcorpwiirtcum.    i)4>«cUn«n  rwntf  ir«d  by  Pr.  J.CI*r«nM  W«tiMer.> 

serous  fluid ;  thU  Is  occa-tionally  mixed  with  blood  and  de^npmtcd 
cells. 

3.  Tttbo-ovarian  Cjsta.    Tliese  have  \K-en  prcvioiwlv  rcfcnrd  to. 

Rathom  gives  the  following  groups  in  cxjilanatlon  of  llic  origin 
of  tubo-ovarian  cysts: 
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Groitp  I. 

1.  Cases  in  whk-h  a  pyosnlpinx  I}ei*onies  adherent  to  the  wait 
of  HH  ovarian  al)scess,  with  sul>ser]uent  rommtinication  e.slahtishcd 
between  llieui.  Later  tlie  furiued  elements  of  the  piis  are  aUwrbed* 
leaving  u  .somiiH  tliiiil. 

2.  Adhesions  of  the  |>avilion  of  the  tiil)e  to  the  wall  of  the  stip- 
pumting  ovarian  cvst,  with  subsequent  development  of  hydrosalpinx 
and  perforation  of  the  cyst  into  the  tube. 

.'{.  Adhe^luns  of  a  hydrosalpinx  to  a  pnpillomutotiH  r\'st,  with 
subsetpient  perforation  of  the  intervening  wall  by  papillar}*  growths. 
Grout  II. 

1.  ra.-4es  ill  u'hich  a  hydrosalpinx  Iwcomcs  adherent  to  the  wall 
of  a  follicular  cyst,  with  subsequent  perforation  of  the  septum. 

2.  Cases  in  which  the  fitiibrife  of  a  previously  diseiLsed  tube 
became  caught  in  the  opening  of  a  ruptured  follicle  at  the  moment 
of  rupture  and  bwome  adherent  lo  the  wall  of  the  follicle. 

Anatomical  Diagnosis.  A  tiilK>-ovarian  ey»t  may  distend  to 
the  size  of  a  cliilil's  hea<I.  The  general  form  is  that  of  a  retort. 
The  wall  is  thin  and  transparent.  Occoaionally  there  are  adhesions 
about  the  cyst.    No  evident  ovarian  tissue  may  be  found. 

The  interior  of  the  cyst  resembles  a  hydrosalpinx  on  one  side  and 
a  follicular  or  corpus  Uiteuin  cyst  on  the  other.  There  is  but  a 
single  cavity.  The  [xpiiil  of  union  of  the  eyst  and  tidic  is  .sliarply 
definc<l.  The  tubal  portion  is  lined  with  ciliated  epithelium  and 
the  ((vurian  portion  either  with  a  fibrous  or  granular  surface  layer  or 
with  a  low  type  of  epithelium.  The  contents  is  clear  serum,  mrely 
blood -stained. 

The  eUnical  diagnosis  eannot  l>e  made  From  hydrosaJpinx.  The 
diagnosis  is  only  made  by  a  careful  examination  of  the  specimen 
after  its  removal. 

INFEOTIOITS  O&ANULOMATA  QT  THE  OVART. 


Of  the  infectious  granuloniata  we  find  in  the  ovary  tuberculosis, 
syphilis.  iu-tiiH»iny<i)sis,  and  lepntsy. 

Tuberctiloais.  Ettolog?.  Tuberculo.sis  of  the  ovary  is  a  compara- 
tively rare  lesion.  One  hundred  and  eighty-four  cases  were  reported 
by  von  (Jiiillotnain,  \Volf.  Martin,  and  Hulius.  In  Wolf's  cases  42 
M'ere  bilateral,  4b  itnilateial.   No  case  of  primary  tuberculosis  of  the 
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ovary  has  Iiecn  rfported.  However,  the  ovary  may  Ik*  the  primaiy 
scat  of  attack  in  tlie  gciiiial  organs  when  the  initial  losioii  lies  else- 
where in  tlie  hotly;  but  ibis  is  rare.  As  a  rule,  the  ]}ri(nar}'  lesions 
lie  within  the  tube  or  in  the  peritoneal  cavity.  In  410  cases  of 
tuht'rculosis  t>f  the  genital  tmct  the  ovary  was  involved  in  S4. 
Bland  Sutton  says:  "An  iivariaii  ahsce-ss  unji}pMH.'iHt*'cl  with  .s»lpin- 
^tis  is  in  nearly  all  cases  tuberculous.  Records  of  primary  ovarian 
tulH!rvulo.si>)  rcc|uirf  ciirefiil  and  critical  cori-sideration  l>efore  accn?pt- 
ance."  The  invasion  of  the  ovar}*  is  usually  by  direct  continuity 
from  the  peritoneum  and  tubes  to  the  uvar^';  more  rarely  by  (lie 
lymph  and  blood  streams. 

Aji&tomical  DiagaosU.  Martin  classiGes  the  (ul^erculous  lesions 
of  the  ovary  115  fnlluws; 

1.  Tt7BERCt.iT^tJ8  PERioVAiuTis,  Ju  which  the  tuljerclf.-*  are  dU- 
trlhuted  oier  part  or  all  of  tlie  surface  of  the  ovary  as  miliary  or 
larger  tul»crclos.  It  i.s  a  direct  inva.sion  of  the  ovary  from  the  tube 
and  |>critDtieuni. 

2.  Tt'BERCtJLOtTa  ovAKiTis,  in  which  miliary  tulwrrlcs  are  dis- 
tributed throughout  the  ovarian  tissue.  More  often  distinct  cheesy 
mtuise^,  or  tulM.'rculou.s  aKsccsscs,  arc  found  to  occupy  the  interior 
of  thi!  ovary.  Chtfcsy  ma.sse.s  rarely  reach  the  siiw  of  a  Iiazclnut, 
while  tubrrculou.i  altsccsse."!  may  attain  the  .size  of  a  child's  head. 

Tul»erculous  tiibo-ovarian  abscessea  have  been  rejjorted  by 
Williams,  Menge,  and  Mosler.  Tlie  author  adds  another  ease. 
As  a  rule,  the  lesion  is  bilateral;  Dccasionally  ascites  accompanies 
tulKTculoniis  of  II1C  ovar%'.  and  is  the  result  of  tubercndou-s  |>cri(onitis. 

Microscopic  Dia^osis.  In  tuberculous  periovaritis  there  are 
typical  lidicrclcs  on  the  surface  and  in  the  nciglilHirhooii  of  the 
0%'ary.  The  surface  epithelium  is  intact,  .save  where  the  tuliercles 
are  located.  The  su[)er£icial  tubercles  may  directly  invade  the 
underlying  stroma.  This  is  accomplished  by  way  of  the  lymph  or 
blood  stream.  Tn  a  case  of  Frank  the  lutean  cell  layer  was  covered 
with  miliary  tubercles.  No  primary  invasion  of  the  follicles  had 
been  observeil.  Tlie  usual  piiiit  of  invasion  is  the  connective-tissue 
stroma.  Clursy  masses  an-  g»*ncrally  shar|>ly  defined  fnini  tlie  sur- 
rounding stroma  and  are  single  or  multiple.  Tuberculous  al>scesses 
of  the  ovary  are  usually  lined  with  irregular  cheesy  walls  an<i  granu- 
lation tissue  beset  with  railiarj'  tubercles.  The  surrounding  (wn- 
Dective  tissue  contains  giant  cells  and  tubercles,  and  commotUy 
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underfrocs  hyaUiie  degeneration.  The  tubercles  may  be  found  in 
the  purulent  contents  of  the  absceit  or  in  the  abscess  wall.  Sco 
omlar^'  infection  witln  pyogenit!  or^ani.sni.1  lias  tjven  tlemonstrated. 
Dcrmoitl  cysts  have  been  known  to  contain  tubert-le  bacilli. 

Clinical  Dia^ri^osis.  Slii<?t*  primary  tuberculosis  of  the  ovary  has 
not  hvvM  rccnigiiiwHl.  it  has  not  liecn  possible  to  say  just  what  the 
symptom-coraples  would  be.  We  find  the  usual  general  and  local 
evidences  of  chronic  o\'ariti.s.  The  tul»crcuhius  character  is  inferred 
from  the  family  and  jK-rscmal  history  ami  the  finding  of  tuberculous 
leidoas  elsewhere  in  the  Ixxly,  particularly  in  the  tubes  and  peri- 
toneum. 

Syphilis  of  the  Ovary.  Syphilitic  lesions  are  rarely  foiin<I  in  the 
lOvary.  Orth  rcpc»rU'il  the  Rn<ling  of  a  gumma.  Rirhet  also 
Mescribes  hyperp1a:*tic  and  atrophic  changes  in  the  ovary  due  to 
syphilis.  I-.ocorphe  found  in  a  postmortem  case  h,\'perplnstic  changes 
in  thp  ovaries  with  calcareous  nodules  in  the  cortex.  In  this  case 
death  was  caused  by  general  syphilitic  infection.  Tuberculosis  and 
syphilis  have  been  observed  to  coexist  in  the  ovary  (Bauragarten). 

The  (liagnusin  cumiol  be  determined  because  of  the  lack  of  oppor- 
tunities for  olwcn'atioii.  In  syj)hililic  infectinn  with  accompanying 
legions  of  the  ovary,  if  the  regular  aiitisyphilitic  trcHtnienl  rtaulta 
in  a  aire  nf  the  ovarian  Icston,  the  diagnosis  is  e-stablished. 

Actinomycosis  of  the  Ovary.  This  is  a  ver^'  rare  condition,  and 
Ls  a  seiMnilary  inva-simi  fn>ni  the  vagina  or  intestine.  Abscesses, 
single  or  multiple,  are  found  in  the  ovary.  Tliey  are  usually  inter- 
stitiol.  There  is  nothing  to  charactenM  tlieir  true  nature  from 
otlier  Hbsci'sses  .save  the  organism  in  the  pus.  The  diagnosis  can- 
not be  made  without  a  microscopic  examination  of  the  purulent 
contents. 

Leprosy  of  the  Ovary.  Bathes  found  indammatory  lesions  in 
the  ovar)-  togi-tln-r  wiih  the  specific  organism  which  he  ascribes 
to  leprosy.  The  presence  of  lepnwy  eUewhere  in  the  body  with  a 
chronic  ovaritis  of  no  as.iignahle  origin  alTonLs  a  prolwMc  diagnosis. 

NEW-rOKUATIONS  OF  THE  OVARIES. 


Etiology.     Ovarian  tumors  were  found  in  1.4  per  cent,  of  36,15S 
cases  in  Mnrtiii's  clinic.    Tlic  following  table  from  Slander  shows 

the  relative  frajuenci/  of  various  tumors  of  the  ovftrics; 
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Ov«lad<nuD« aos  -  flB.Ki  p»r  cent. 

Citn-in4iiM 40  -  I2.M   "      " 

KnitiryotDk Ml  »  %A\,    "      " 

Sarcoma SO  ^  8.78    "      " 

Pibmnut I  -  IJS    "      " 

Referring  to  tlie  age  at  which  avariuii  tumors  appear,  we  fiiiU 
Doraii  reiMirling  a  («.se  of  sHmiiiia  tif  ihc  ovary  in  infancy,  and 
Ilomans  operating  upon  a  tuinwr  of  the  ovary  at  eighty-two  years 
«f  age.  The  followinj;  is  a  table  ])repare<l  by  Olshausen  in  whirh 
are  given  the  number  of  tumors  found  and  the  respective  ag«'s  of 
tlie  patit-uts: 

61  (inilpr  .......  10  ymmtm. 

IWtwtwcen Xandap 

*»      "  «■•«•■ 

8W       ■•  «    "    «     " 

8U  M »    "    ovar. 

It  will  lie  seen  from  the  ab<tve  tabU^  that  tumors  of  the  ovary 
occur  with  about  Wjual  fre<iucncy  bctwcpn  the  ages  of  twenty  aiid 
fifty  years. 

The  aocial  stale  has  no  influence  upon  the  development  of  ovarian 
tumors;  tliey  occur  witli  alxjul  etjua!  fi-ctiuency  in  the  single  and 
marriwl.  They  may  be  the  cause  of  stcrilitYj  Imt  it  i^  not  likelv 
that  stcriHty  preilispiisc-s  to  their  iU-veh>pnieiit. 

\MiiIc  two  or  more  members  of  the  same  family  have  been  known 
to  be  afflicted  with  ovarian  tumors,  it  is  not  believed  thai  brrr/IUy 
plays  a  role  in  the  development  of  these  neopla-sms.  In  1000  case:i 
of  Spencer's,  8.2  per  cent,  were  bilateral,  while  Olshausen  giits 
13.7  jM-r  c<*n1,  in  322  cases. 

Olassification.  Ttie  oh]  classification  of  tumors  of  (he  o\'ary 
into  cystic  and  sdlid  tumors  vfos  of  the  grcaltwt  sen-ice  when  the 
operative  treatment  was  limited  to  the  lapping  of  fluid.  At  the 
present  lime,  when  tuniurs  of  the  ovary  an-  removed  en  nuuse,  such 
a  classification  doe-s  not  meet  the  rec|iiirempnts. 

Tumors  of  the  ovary  are  classified  as  6mi4/n  and  maiiffnant. 
VValdeyer  classifies  them  according  to  their  histology  and  histogene- 
sis into  epiiheliai  ((wtrenchymatous)  ami  connedife-tijisuf  finter- 
sti(iul)  foniis.  Either  of  llicw  forms  is  benign  or  malignant,  and 
may  l>e  cystic  or  solid.  A  combination  of  the  parenchymatous 
and  interstitial  forms  are  tlie  so-eal]e<]  ini,tcd  tumors. 

Zpithelial  nev-fonnatiom  of  the  ovar}'  take  thetr  origin  from 
the  gcnuiual  epithelium  of  the  follicles,  rarely  from  Multer's  duct. 
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An  aflenoma,  pure  anti  simple,  is  rarely  seen.  More  often  tt  is  a 
combination  of  adenoma  and  filimma  (aiienofihroma).  When  the 
gland  spares  widen  we  ^peak  of  cystadenoma.  'I*hesc  large  cystic 
spaces  result  from  the  distention  of  glands  by  the  retained  secretions 
(non-proliferating  cysts)  and  from  proliferation  of  the  epithelial 
and  eonneetive-tii^ue  elements  in  addition  to  tlie  disteutioo  of  the 
glands. 

The  secretion  of  these  cv-stjs  differs.  Pfannenstiet  introduced 
the  tenns  cystadcnvma  pscudomuamum  when  the  contents  is  of  a 
mucous  character,  and  cy«ta<lenoma  gerosum  when  the  contenta  is 
serous  fluid. 

The  purely  gniiiidar  tyjie  may  lie  foiinil,  or  papillre  may  spring 
from  the  sorfiKT  of  the  cyst.  It  is  |x).*s!l)lc  to  Imve  a  papillary  cyst 
on  one  side  and  n  glandular  cyst  gn  the  other.  One  may  he  intra- 
peritoneal, the  other  extraperitoneal.  They  ore  rarely  of  C(|ual 
size. 

IntraiHTitoneal  cysts  are  [KMhineulateit  and  are  usually  freely 
movable,  while  extra [>eritoneaI  cysts  sehlom  have  a  pe<licle  atul  are 
fixed.  Such  extrB[>criti)neal  cysts  are  usually  completely  enfnldetl 
in  the  broad  ligament,  but  are  sometimes  partly  within  the  free 
peritoneal  cavity.  Cysts  of  verj-  large  dimerisioiia  may  have  but  a 
single  cavity,  but,  as  a  rule,  one  or  more  smaller  cpts  lie  within 
the  [Nirent  cy.st  and  are  known  as  daughter  cysts.  Tliesc  smaller 
ones  may  give  an  irregular  surface  and  a  %*ariablc  consistency  tn  the 
original  cyst.  By  rupture  of  the  daughter  cysts  into  the  parent 
cyst  a  multilocular  may  lie  i-onverle*!  into  a  unilocular  cyst.  There 
are  usually  some  remtiants  uf  the  walU  of  the  daughter  cysts  left 
in  the  form  uf  ritlges  and  liand.s. 

.■Vs  the  cyst  enlarges  the  wall  l>ecome-s  thinner,  more  transparent. 
and  glistening.  In  the  wall  of  the  cyst  many  bloodvessels  are  seen 
to  take  an  irregular  course;  ilie  veins  are  larger  and  more  numer- 
ous than  the  arteries. 

Villous  projections  are  frequently  seen  growing  from  the  inner 
surface  of  the  cyst  wall.  The  villosities  vary  in  size  and  e.-rtetit 
and  form  wuil-like  excrescences,  sometimes  long  and  .^lender,  like 
a  feather.  The  framework  of  the  ]mpillte  i<t  of  connective  tissue  in 
which  blowlvessels  course.  Covering  the  stroma  are  one  or  more 
layers  of  columnar  epithelium,  showing  many  irregular  folding!*  and 
reduplications  which  might  be  mistaken  for  malignant  proliferation. 


DTAoyosrs  of  diseases  of  the  ovast 
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Tbc  coniicctiv<vtis»ue  growth  iloes  not  keep  pace  with  that  of  tlie 
epithrliiitn.  Similar  papillary  growths  appear  on  the  external  su> 
fare  of  the  t-yst.  'ITiese  arise  either  from  the  siirfiiw  epithcliiini  or 
fmin  within  the  cyst,  and  suKsef|uently  pcnplrjitc  the  wall. 

Microscopit  exaniinutiuii  of  the  cyst  wall  shows  o  vasciihir  frame- 
work of  connective  tissue  with  more  or  leas  munii-cell  infiltration. 


V 


HulUlocu[>r  pnilifetstinc  rytt  of  tlw  n  ...i  ,  .  in  m  tuv  noDMroiu  niualt  cyi^  and  dck! 
lBrv>*>  tlihi-wnllol  (iii<>  Hm-li  a  i-fM  [•  iiui  •ilMliullnl  In  Itii  gruwlh,  atid  lukf  attain  an 
•Darmoua  rlsr.     (Spedmen  rvmovcd  by  Vr,  J.  Clnntni-c  Woliatfir.) 


In  the  smaller  cysts  true  ovarian  tisstie  is  sometimes  present.  On 
the  outer  sLirfuce  of  the  cyst  wall  germinal  epithelium  is  commovily 
[;aeen,  though  it  may  be  partially  or  wholly  lost.  The  inner  surface 
is  lineil  with  a  sorreliii^  epiihrliinn  of  cylirulriciil  form  ant!  often 
ciliated.     This  epithelium  remains  intact,  whatever  the  size  and 
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age  of  the  cyst.  To  the*  unaided  vyv  the  inner  .surfuci*  appears  not 
unlike  the  mutxiua  membrane  of  llie  stomach. 

When  nutrition  i»  insufficient  certain  retrugressive  changes  fol- 
low. Occasionally  the  cyst  contents  arc  ahsorlMnl,  and  tlie  cyst  wall 
contnicts,  thereby  diminishing  its  siz^. 

(.'alcnreous  degeneration  of  tbe  cyst  wall  may  be  pnrtini,  or,  as  in 
the  cose  of  Leopold,  complete. 
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Crofntioa  of  m  tnultiloaular  pMudomuclnouA  eyn  ct  ihc  nvirr-    Tb*  pVMrt  «yat  umiaiiM 
■  number  of  dkUcbtM  eyat*  of  aainiUr  •iruoture  auil  cutiUintni  a  muoiiMius  ralivtane*. 

Other  secondary  changes  in  the  cyst,  to  be  described  later,  are 
hemorrhage  into  the  cyst,  torsion  of  tlie  pcdicli-,  rupture  of  the  wall, 
infection  of  the  contents,  and  malignant  degeneration. 

Rupture  of  a  cyst  may  be  followeil  by  closure  of  the  rent  and 
refilling  of  the  cyst,  or  the  rent  may  remain  open  and  the  contents 
be  discharged  continuously  itilo  the  pfritone-al  taivitv.  In  exce[H 
tional  cases  the  cy&t  shrinks  and  disappcnrs  after  rupture. 


DIAQlfOStS  OF  DISEA.'iJBS  OF  THE  OVARY 

If  the  contents  of  the  cj-st  is  serous  ih«  escaped  fluid  will  be 
absorlied.  but  if  mucus  escapes  into  ihi'  prritoncjil  cavity  ab.>«ir]>tiou 
Es  slow  and  a  pseudomj'xomalous  peritonitis  may  possibly  ilevflop. 
Small  lieinorrhages  into  llie  iryst  wall  are  of  eominon  occurrence, 
and  have  no  clinical  significance.  Hemorrhagic  effusions  into  tlie 
cyst  wall  predispose  to  rupture,  and  life  uuiy  be  endangered 
by  the  rupture  of  lur^;  bluoil vessels. 
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Ppvililijiiiiti.'iiiuij '  I  li«  cynC  U  llrii  I 

•pllbeUum  witli  rni  >>i'nJ  tkh-Ii-ui  iir-«r  ihe  bain  at  1 1 

BMtiT*  tiflUM  ooaUinins  glviil-Ukc  itmolurca. 
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When  loraiori  uf  the  pedicle  shut.*i  off  tlie  blood  supj)ly  and  there 
are  no  adhesions  through  which  nourishment  Ls  carried  to  the  cyst, 
atrophy  or  gangrene  of  the  cyst  will  follow.  It  is  possible  for  adhe- 
sions to  convey  sufficient  blood  to  fully  nourish  the  cyst  and  even 
permit  it  to  increase  in  size. 

a.  CysTAUKNOMA  PSErooMUCixosuM  {Hammurstan)  contains  a 
mucinous  secretion,  clear  and  transparent,  or  turbid  from  cell  debris 
aiid  bloud.    A  Large  amount  of  blood  may  give  u  chocolate  color  to 
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the  fluid.  White,  flopciilent  particles  float  in  the  fluid.  These 
consist  of  mucin,  re!I  dehm,  cliolesteriii,  blood  corpuscles,  and  fat 
droplets.  The  epithelium  lining  the  cv.st  is  a  single  layer  of  high, 
slender,  cylindrical  cells,  with  clear,  transparent  Itodics  and  oval 
nuclei  near  the  base. 

The  pseudomucinous  cysis  are  by  far  the  most  common  of  the 
large  uvaxiau  cysn.     Thev   are  cuuimouly  adenumatuus,   rarely' 
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HilHDoniUr  pApillnmalou*  eya  'it  tti«  "wy  An  irri-giibr  QiullUiunilar  cjrM  td  tb>  tmrf 
bu  on  ill  M(fM«  •  Urt«  IrrcBubJ  arw  nl  btnittn  i»|iillnoiaU>u*  tpMwih*.  TItnc  wmny 
griiwttu  tend  (o  mirnul  ov«  (ha  ai>if««  >i(  Iho  nyurt  Mirl  over  all  pcrilone*!  uirfacM  in  ■>■« 
kMomm.  Tbe  exieii*i<i"  ><t  (Iw  ■n)irili  U  by  tmuUniiitj'  of  tiaciM.  not  by  mHAilBau  In  Ih* 
bMUcn  form. 

papillomatous,  though  a  limited  numher  nf  pupillary  growths  is 
often  found  projwting  from  the  cyst  wall. 

According  to  Martin  more  than  two-thirds  arc  unilaterH)  and 
only  almut  7  per  cent,  are  extraperitoneal.  The  largest  recorded 
cyst  wcigheil  245  |w>uihIs. 

6.  Cystadbnoha  sti:ROii(UM  contains  a  clear  serous  fluid  of  a  pale- 
green  color;  it  is  rarely  turbid  from  admixture  with  cell  debris,  or 
chocolate  color  from  admixture  with  bluud. 
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Tliese  cysts  rarely  attain  the  enormous  size  af  the  mucinous 
variety,  'lliey  are  frequently  papillary,  anil  as  such  are  often 
bilateral. 

Papillary  growths  may  not  only  cover  the  inner  surface  of  the 
cyst  omi  penetrate  to  the  outer,  but  may  spread  by  continuity  of 
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Cr-.  ,u!iil')tul«r  rapillomntouf  r>V"i  f>l  'li«  i>v»ty      (irowin*  tfoin  thcoular 

niDil  >hr  cy>.|   npfi  tiauillNrr  err. will*        Tlwi  tuiiilriiL.  iil    Ih*:  ryul   U  uniiua 

fluiil.       .'.1.  iriiliittliuu  <>r  a  iihiiUImdwiiuji  (roiarvh,  llivluitmc  111*  ojrat   wnll,  idum 

tissue  to  the  peritoiicuin,  where  by  mechaniwil  irritation  ascitic 
fluid  is  secreted. 

A  popillomatims  growth  of  the  ovary  without  cystic  FornuLiioii  is 
an  unusual  condition.  The  secreting  epithelium  con-sists  of  low, 
cylindricul-sliapeil  ci'lls,  witli  round  nuclei  near  the  centre.  (See 
Plate  LV.) 

CARCINOMA  OF  THE  OVART. 

Our  knowIe<Ige  i)f  ])rinmry  carcinoma  of  the  ovary  is  very  limited. 
The  majority  of  carcinomata  are.  secondar}'. 
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Classification.     Waldeyer  gives  the  following  classification: 

1.  Simple  Icarcinouitt  simplex). 

2.  Mriliillary  (<-an-iiH)iiia  huh  1  ill  limit). 

3.  Scirrhus  (carcinoma  scirrhosum). 
Many  secondary  forms  may  be  added,  such  as  atrophic,  coUoic 

melanotic,  sarcomatous,  gelatinous,  and  microcystic. 

The  frmiiiency  of  carcinoma,  of  tJie  ovary  is  stattxl  by  Martin  us 
13.6  per  cent,  of  his  ciues  of  ovarian  tumors. 

About  three-fourths  of  ihem  are  unilateral.  Bilateral  invasion 
of  the  ovary  is  iilways  a-Hswiated  with  iiivolvenient  of  the  peri- 
toneum and  other  stnictures,  and  hence  is  inoperable. 

As  pointed  out  by  Sutton,  it  is  n  curious  rule  that  organs  which 
are  fretpicutly  the  seat  of  primary  carcinoma  are  rarely  the  seat 
of  secondary  deposits,  and  eive  versa.  TUib  is  e.\emplilied  in  the 
ovary.  In  primary  carcinoraa  of  the  mammarj'  gland  the  ovaries 
were  invude<3  five  times  in  85  cases  (Couplaud).  Sutton  found  the 
ovaries  invaiU;d  six  times  in  !)2  (use&  of  iiuijierahlc  carcinoma  of 
the  uterus,  and  three  times  in  29  cases  of  inoperable  carcinoma  of 
the  breo^. 

OLshausen  .says  on  important  feature  in  the  clinical  history  of 
ovarian  cancer  is  the  fuel  tlmt  it  often  occurs  at  an  early  age, 
and  may  even  develop  during  childhood.  The  followng  table  was 
cun.structcd  by  Ol.shttu.sen: 

8  lo  10  ytmn- 19  fNOiMiU. 

20   ■■  30    " 17      " 

80   ■■  3«     •■ 8      " 

«  "  H»    " l«      •■ 

■in  yasn  smj  Kbara  ,      17        " 

Anatomical  Dia^osis.  In  soUd  carcinomatous  tumors  of  the 
ovary  the  jjcnend  form  of  the  ovary  is  maintaine<l.  The  surface  is 
uneven  and  studded  with  tultenlea,  noflulex,  or  jwpillary  growths. 
Rarely  Ls  the  surface  smt>ot}i.  It  is  unusual  fn  nru)  normal  ovarian 
tissue,  yet  the  occurrence  of  pregnancy  in  Iiilateral  involvemeDt  of 
tlie  ovaries  shows  that  »onie  follicles  remain  healthy.  In  the  Ui;ge 
tumors  cystic  spaces  are  invariably  present.  Malignant  dcg:enera- 
tion  of  ovarian  cysts  is  of  more  common  occurrence.  In  all  forms 
of  carcinoma  of  the  ovary  the  carcinoma  cells  maintain  their  cylin- 
drical sha|)c  and  form  cancer  nests  or  gland-like  structures  not 
diasiinilar  ti>  thost*  found  in  carcinntna  of  the  Fallopian  tube. 

Papillary  growtlis  which  have  |}crforate<l  a  cyst  wall  are  prone  to 
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undergo  malignant  degeneration  and  tu  rapidly  spread  to  tlie  })en- 
toneum.  .Vs  pointed  out  liy  AIk'1,  when-  i-iin<-enilis  degettenttion  is 
suspected,  the  eyst  should  not  he  tapp^sl  before  removal  for  fear  of 
contaminating  tlie  periluneum  ant)  setting  up  metastatic  gn)WtIis. 

SquamoiuK^ell  carcinoma  of  the  ovary  hns  been  oKwrveti   in 
dermoid  cysts. 

Metastasis  doe«  not  i>rciir  so  wiilely  in  carcinoma  of  the  o\'ar}'  a5' 
in  carcinoma  of  the  uterus.    The  most  likely  points  of  iuvusiuu  are 
the  peritoneum,  omentum,  and  retroperitoneal  glands. 


DERMOID  0TST8  OP  THE  OVABT. 

Dermoid  cysts,  as  the  name  suggests,  are  cystic  tumors  contuining 
skin  structures. 

In  Martin's  classiBcation  we  find  simple  dermoid  cysts,  compli- 
cfiled  dermoid  cysts,  cystic  teratoma,  and  solid  teratuma. 

A  simple  dermoid  cyst  is  a  sar  lined  with  a  ilermal  rneml>nine. 
A  complicated  dermoid  cyst  is  lined  with  skin  iind  contiiiiift  ht;len>- 
geneous  structures,  such  as  glamls,  lK>nc,  and  lei^tli.  A  cystic  tera- 
toma contains  formed  organs,  such  as  brain,  mnmniary  glands, 
tliyroid  glands,  etc.  .\  solid  teratoma  contains  no  large  cysL-^  and  is 
composeti  of  tttructures  similar  to  those  found  in  ordinary  terutonia. 

From  Itanillcr  we  quote:  "The  pronephros,  the  Wolffian  htxly, 
Rn(l  the  Wolffian  duct,  through  their  position  in  the  ine.HtMlcrni, 
their  connection  between  ectoderm  ami  co-lome.  their  rchition  to 
the  normal  development  of  the  ovary,  their  suhsefpicnt  position  at 
the  hilus  of  the  ovary,  and  the  extension  of  the  tubules  into  the 
vascular  layer  and  their  growth  through  the  ovnn,'  even  up  to  the 
surface,  and  from  the  fact  that  their  remnants  furnish  the  ciliated 
growths  of  the  broa<l  ligament  ami  form  the  eystademmiala  of  the 
ovary,  are  caimble  of  carrying  with  thrni  mc-soiJermal  and  eclo- 
deimal  cells  up  to  or  into  the  ovarj'.  and  of  forming  mcsuiiennul 
and  ectoilcrraal  products  and  stnieiurcs  Inied  with  eiliateij  epith*^ 
Uuro.  .  .  .  Cysts  of  the  teaticles  lined  with  cili&tei]  epithelium 
originate  from  rtMunants  of  the  WolfTiHii  body  tubtiles.  Tlierefore, 
the  mesodermal  tumors,  the  mixwl  tumors,  ami  the  demiata  of 
the  ovary  and  testicles  originate  in  this  same  munner.  .  .  . 
If  ectodermal  cells  are  displaced  to  any  extent  so  tluit  their 
presence  U  manifested  by  eutisdike  tissue,  hair,  sebaceous  glands, 


446 


SPECIAL  DlAOyOSIS 


the  cyst  unless  prr.seiit  in  large  ruimWra,  but  are  grouped  together. 
Nails  ami  horns  project  from  the  surface  of  the  cyst.  Scbattous 
and  sweat-glands  may  l>e  iiumeniiKs,  ami  may  form  retention  cysts. 
Bone  in  shapeless  masses  or  in  plate*  is  oooasionally  foun<).  Nerve 
matter  has  been  detected  in  dermoid  c}'sts. 


V  ' 
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A  conipiudW  drbtrioff  of  th«  micrtrtrriple  ftppaarftOM  of  «  AtrmnA:  d.  an  niltbelUl  pe«rl 
la  HKtion:  t>.  ilondular  linue;  C,  ilerolopius  hnire;  <t,  d«r<tlu(iillg  tMlti!  e.  ■■tHkl-KlXMl  in 

Mammie,  in  the  form  of  a  nipple  attached  to  rounded  projections 
of  tissue  containing  sebaceous  glands  atid  more  or  less  fat,  are  occB- 
siouallv  found,  ami  completely  formed  glandular  stnictiires  have 
been  diseovereil.  Or.  I>e.siderius  reported  a  case  in  whidi  the 
glaml  secrete<!  milk  and  eolostrum. 

Dermoid  cysts  of  the  ovary  occur  at  any  period  of  life,  from  Wrth 
to  eighty  years  of  age,  and  are  to  be  regarded  as  the  must  cooiUHUi 
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abdominal  tumor  in  girls  antl  young  women.  The  rate  of  growth 
varies  from  a  few  months  to  many  years  in  attaining  the  maxi- 
mum iCviv.  They  are  rarely  larger  than  the  patient's  head,  and 
may  W  ^elf-limidng  in  their  growth.  As  a  rule,  adhesions  bind 
the  cyst  to  tlie  intestine.  Suppuration  and  malignant  degeneration 
arc  the  iH'ciiliar  characteristics  of  dprmuid  cvsts  of  (he  ovarv. 


CONNB0TIVB.TI83DE  NEW-PORMATIONS  OF  THE  OVARY. 

Fibroma,  myoms,  m^^xuma,  enclrandromu,  osteoma,  angioma, 
lymphangioma. 

Fibroma  of  the  Ovary.  Of  the  conned! ve-ti.ssue  tumors  of  the 
ovary,  liltroina  is  the  most  fre4juent.  Tlicy  are  fimnd  with  nliout 
equal  frequency  Ijetweeo  the  ages  of  twenty  and  fifty,  and  have 
been  met  with  as  early  aa  ten  or  as  late  as  eighty  years  of  age. 
Peterson  (Amtripan  Cynfcology,  vol.  i..  No.  1)  reports  2  of  his  own 
cases  and  reviews  the  literature  of  S2  eases.  The  large?it  number 
occurred  between  the  ages  of  forty  and  fifty  years.  Peterson  finds 
no  marked  meiistnial  irregularities  in  these  cases.  The  growth 
is  usually  slow,  hut  may  be  quite  nipid.  In  more  than  half  of  the 
cases  pain  was  exjKrripnceil.  Ascites  was  present  in  about  40  per 
cent,  of  the  cases.  No  satisfactor)'  explanation  Li  given  for  its 
occurrence.  In  13  per  cent,  there  were  calcareous  deposits  in  the 
tumors,  and  cystic  spaces  were  common. 

Orthmann  classifies  fibroids  of  the  ovary  a^  .superficial  and  diffuse. 

a.  Superficial  fibroids  arc  commonly  small,  mn^ly  larger  than  a 
walnut.  'Hiey  are  single  or  multiple,  and  sessile  or  pofluncnIa1«l 
in  their  atUichment  to  tlic  tunica  albuginea.  Their  consistency  is 
firm,  and  the  external  surface  is  .smooth  or  furrowed.  On  cros*- 
section  whorls  and  bands  of  fibres  are  seen.  Genninal  epithelium 
covers  the  surface  of  the  tumor. 

b.  DiEhu*  fibroids  have  rarely  grown  larger  than  a  man's  head. 
Clemens  reported  one  weigtiing  4((  kilos.  Tlie  contour  varies  from 
round  and  smooth  to  irregular  and  nodular,  llic  iimount  of  bliMwl 
supply  is  variable,  and  hence  the  color  of  the  tumor  varies  from  a 
pale  green  to  a  ycllowi.sh-rpd.  Unless  there  are  degenerative  changes 
their  consistency  is  unifonnly  firm. 

Adenofibroma  of  the  ovary  is  an  mvasional  finding  and  consists  of 
glandular  tissue  in  a  fibrous  framework. 
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Myoma  of  the  Ovary.  The  orij^in  of  myoma  of  th«  ovuiy 
prolnil»l_v  is  in  ihv  muscle  fibres  of  tlit-  vr.satrl  walls  and  llie  ovarian 
ligament.  They  are  rure.  Xone  larger  than  a  man's  fist  has  been 
reported.    In  general  appearance  they  closely  resemble  BbroJds. 

IS7X011U  ovarii  np|>e«rs  a.s  a  dc^nerativc  form  of  an  ovarian 
tumor,  not  as  h  primary  growth. 

Enchoodroma  and  osteoma  are  secondary  changes  in  pre-existing 
ovarian   tumors. 

Angrioma  and  lymphangioma  are  extremely  rare.  A  congeoital 
angioma  us  descriljod  by  Orth. 

SAROOMA  or  THE  OVARY. 

In  6(>.190  malignant  tumors  of  the  ovary  06  were  sarcomata. 
They  are  fonnd  at  any  perioii  of  life,  from  birth  to  old  age.  'Ilie 
pcnod.s  of  pul>erty  and  the  menopau.sc  are  the  most  frequent 
(^angemeister).  Doriiu  found  a  .sarc-uma  of  the  ovary  in  a  seven 
months*  ffKtiia;  ?Teinrichs  reported  one  in  a  woman  aged  seventy- 
fotir  years.  Aironliii^j  to  Temesvary,  the  average  age  of  the  patient 
iy  tliirly-twei  years.  ]*faiint*n.sli(^l  found  .sam)ma  of  the  ovary  nukjt 
frequent  between  the  ages  of  twenty-one  and  thirty.  In  2o  case.s 
Pick  found  10  oceurring  Iwforc  twenty  years  of  age. 

Sutton  -says  san-cmia  of  the  ovary  differs  fri»m  sarctona  found 
elsewhere  in  that  both  ovaries  are  often  simultaneously  affected. 
In  121  cases  in  the  literature,  1  found  42,  or  about  one-third  of  the 
number,  in  which  both  ovaries  were  involveii. 

Many  soK-alknl  fibroids  of  the  ovary  an*  undoubtodly  sarcomata. 
Rufrsel  and  Shenck  descrilwtl  a  sarcoma  springing  from  the  theca 
interna.  In  form  they  iTiay  resemble  a  large  ovary  or  are  very 
irregular  and  nodtilar.  Their  consistency  varies  from  firm  to  .toft 
and  the  color  from  [wde  gniy  to  riMtdi.sh-\vhili;.  The  rate  of  growth 
In  vBTiahle,  the  softer  tumors  growing  more  ra^dly.  Chrohak  saw 
a  sarcoma  of  the  ovarj'  grow  to  the  size  of  a  five  months'  pregnancy 
in  II  few  months. 

The  entire  ovarj'  is  usually  involved,  and  both  ovaiiea  io  about 
one^-hair  of  the  ca^ws. 

Roth  ronnil  nnd  spindle  sarcoma  cells  compose  the  tumor.  About 
one-tliird  are  cystic.  Sarcomatous  degeneration  of  dermoid  cysts 
is  described.    Metastasis  occurs  later  in  sarcoma  than  in  carcinonift 
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of  the  ovary.  Metastatic  growths  are  found  in  order  of  fre(|uent'y 
in  the  p^^riloncum,  omentum,  wall  of  the  stomarh,  pleura,  lungs, 
uterus,  liver,  (liaphrugiu,  retruvaf^ual  ccinuectlve  tiiuiue,  mediasti- 
num, tulies,  intestines,  and  kidney  (Temesvary). 

A  myxomatous  degeneration  of  sarcouiutou.'i  tissue  is  occasionally 
observed. 

ENDOTHELIOMA  OF  THE  OVART. 

Mart-hand  amJ  I.eopold  first  oljst'rvwl  malignant  new-ftirmatioiu 
of  the  ovary  arising  from  the  endothelium  of  bloodvessels.  Tliey 
are  also  known  lo  arista  friun  die  lymph  vc-tsels.  Few  liave  lieen 
recognized,  but  doubtless  many  pass  for  carcinoma  and  sarcoma. 


JAROVARIAK  CTST8. 

TTie  pa^o^•aT^um  con.sisU  of  a  series  of  tubules  Uinjj  between  the 
layers  of  the  mesosalpinx.  When  the  nH'Sosal|>inx  is  stretched  and 
held  between  the  eye  and  the  light,  the  tubule-s  are  seen  as  narrow 

Fia.  184 


PnTovamn  ny^.  Betnmii  x\m  tube  sml  ovmr}'  '■''•  il)!n-niil1>Hl,  traiiii(ian<nl  r>*i  (!■•  Aim 
of  uiaimoDd,  It  lia  betwocD  the  l»'0»  ol  ilie  broad  UgaoMUi.  Bail  wu  ilevelu|i(*l  fratn  ■ 
pwowlait  lubule. 

cords  running  in  parallel  lines  from  the  hihim  of  the  ovary  to  a 
hingituilinal  lubule  lying  parallel  to  the  tube  and  immediately 
beneath  it  (Oiirtner's  duel).  The  tubules  are  lined  with  ciliated 
epithelium.  The  parovarium  is  houiologons  with  the  vasa  affcr- 
cntia  and  eplilidymis  of  the  testis.  It  is  CDmpu.sed  of  the  p4-rsistent 
excretory  ducts  of  the  Wolffinu  body. 

As  a  rule,  there  arc  twelve  tubules.    The  tubule  running  parallel 
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to  tlic  P'allopinn  tiii>o  and  at  ri^hl  }Lnglc;s  tn  llie  parovarian  tiibules 
is  the  (hiPt  nf  (litrtnor,  which  In  exceptional  cases  may  be  traccil  to 
the  viL^ina. 

Cysts  arising  from  the  parovarium,  the  so-called  parovarian  cysts, 
are  of  common  o<.x'urrcnce.  A.S  tlie  cy.st  ik'vchip.s  llie  hiycrs  of  the 
mesosalpinx  are  imfiildpil,  tlie  tulie  is  crowded  upwani  and  runs 
over  the  cyst,  and  the  ovary  is  crowdetJ  downward.  The  Fallopian 
tube  is  greatly  elongattni  in  hirjpp  cysts,  but  the  lumen  is  seldom 


no.  us 


PamvftriU)  tyn.  TIm  cyKi  i*  ftltnnx  rouiul,  ih*  vail  u  thin  nnd  Iraaqtinal.  TtM«  b 
but  K  tiaate  Mvily  contAinlnK  •  w»l<*y  flui<l  <if  1"*  "['("(ifio  Kw'ly-  (^^-wifl*  »1«*  cyM  u  • 
Ihin.  viwulw  n»«iibfBHo  which  ■ptwoni  W  form  a  WMt  ot  Xh»  oyW  W«J1.  Tlw  r«*toUrity  ol 
Ike  cytt  waJI  te  •  «bkrwn«ri*iHT  rMiura.  Tb*  KaUopiMi  tubs  U  MnUlMd  ovar  tbe  eyw,  ud 
tbo  ovMT  ia  crowdad  ui  tb«  akU. 

obliterated.  The  wall  of  the  cyst  is  at  first  thin  and  transparent, 
later  thick  and  non-transjMircnt.  The  eptiheliiim  lining  the  crat  is 
colnmnar  and  ustially  ciliated  in  the  small  cysts,  while  later  the 
epithelium  is  strntifii-d  and  flat.  Tn  the  verj-  lar^c  cysts  the  epithe- 
lium may  wholly  disapixrar  through  pressure.  The  fluid  contents 
is  clear  and  waterj-,  the  reaction  is  slightly  alkaline,  and  the  speciBc 
gravity  1002  to  lOiO. 
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No  parovarian  cyst  has  been  reconled  in  an  individual  under  six- 
teen years  of  oRe  (Sutton).  They  are  suppaswl  to  form  aVn^nt  10 
per  cent,  of  ovarian  luniurs.  Parovarian  tumors  are  rarely  adher- 
ent; they  seldom  suppurate,  am]  are  less  liable  to  axial  rotation 
than  are  ovarian  cysts,  because  they  are  usually  fixed  by  the  broad 
lipament  and  seldom  have  a  j>rdiclp. 

Tbe  Clinical  Diagnosis  of  New-formations  of  the  Ovary. 
Id  the  diagnosis  of  ovarian  tutnurs  it  is  of  the  greatest  importance 
to  recogni?*  a  pedicle  connecting  the  tumor  to  the  horn  of  the 
ult-ruii.  The  (Hrflicle  i»  coin^KJsed  uf  the  Fallopian  tube,  broad 
ligHmcnt,  and  ovarian  ligament.  A  sliort,  thick  jNxlicle  holds  the 
tumor  close  to  the  uterus,  while  a  long,  slender  pedicle  permits 
ciHLsiderahle  separation.  The  length  and  thickness  of  the  pwltele 
are  nnt  pro|Ktrtionat(,'  to  the  size  of  the  tumor.  When,  as  occasion- 
ally !iap|>ens,  the  tumor  grows  in  the  direction  of  the  mesovarium 
ami  broad  ligament,  it  becomes  intraligamentous.  An  ovarian 
tumor  may  be  partly  within  tlie  broad  lij^nieiit  and  partly  within 
the  free  jK-ritoncal  cavity.  Having  grown  between  the  layers  of 
the  broad  ligament,  the  tumor  may  burrow  to  the  left  iM-hind  the 
.sigmoid  fiexure,  to  the  right  lirhind  the  cn-cum,  into  the  parametric 
tissue  bejiind  the  uterus,  or  between  the  bladder  and  abdominal 
wall  underneath  the  periluneum. 

In  di.-K:u.sf>ing  the  diagnosis  of  ovarian  tumors  we  will  adopt  (he 
cla.s.sific-atkm  of  Winter,  devised  by  him  for  coriveinoiice  of  dcwrip- 
tion.     It  is  as  follows: 

1.  Small  ovarian  tumors,  which  lie  wholly  or  in  part  within  the 
pclvi.s. 

2.  Medium-sized  ovarian  tumors,  whii'li  have  grown  into  the 
al»domtnal  cavity,  which  have  nut  grown  beyond  the  size  of  a 
man's  hea<I,  and  have  not  risen  to  the  arch  of  the  ribs. 

3.  I^rge  ovarian  tumors,  which  rise  to  the  arch  of  the  ribs  and 
are  in  intimate  relfition  to  the  liver,  kidney,  and  spleen. 

The  Diagnoats  of  Small  Ovarian  Tomora  Which  Li«  Wholly  or  in 
Part  within  the  Pelvis.  The  tumor  may  be  claiely  crowded  to  the 
uterus  -so  close  that  no  pe*licle  is  detected.  It  is  always  possible 
in  a  vaginal  examiimtion  to  insert  the  finger  U-tween  the  supra- 
vaginal portion  of  the  cervi.t  and  the  tumor.  When  the  tumor  lies 
behind  the  nierus  it  is  cs]>eciidly  difficult  to  separately  outline  the 
two.    Ovarian  cysts  are  round,  the  surface  i.t  ujtually  smooth,  and 
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fliictuation  is  well  marked.    They  are  ngt  tender  to  pressure  unless 
coroplioatciJ  by  arlhesions  or  otiier  inflammatory  lesions. 

Solid  luriiur!>  are  usually  mure  iitieveii  in  uiitUiie  ami  liave  a  firm 
consistency.  Cystic  tumors  with  thick  walls  and  surrounded  by 
an  in6aiiiu)ut»ry  exmlute  may  give  Clii;  impression  uf  sulltl  (uiuor 
gn>wt!is.     Tlir  uterus  may  Ik-  crtiwdeil  to  tlu'  n|)|)osite  side. 

Differential  Diagfnosis.  To  diagnose  small  tumors  of  the  ovary 
from  cystic  degeneration,  chronic  ovaritis,  htematonia,  and  aliscess, , 
it  is  neccisary  to  consider  the  history  of  the  onset  and  the  clinical 
course.  Sensitiveness  to  ]>ressure  speaks  for  inftuintnatory  enlai;[5e- 
ments,  as  does  fixation.  InHammatory  enlarj»ementa  of  the  ovary 
do  not  show  steadv  growth  us  do  new-foruiutions,  and,  furtlierniore, 
they  an*  more  likely  to  be  hilateral.  In  inflammatory  swellings  of 
the  ovary  the  accompanying  tube  is  often  diseased,  and  evidences 
of  pelvic  [>eritoniti!*  are  frequently  found.  The  effect  of  local 
applicatirms  is  n-tluction  of  the  size  of  inflammatory  swellings  of  the 
ovary,  while  .«ucti  trcatnieiiLs  have  no  effect  upon  ntw-growtlis. 

Oyrtic  degeneration  ot  the  ovary  is  very  constantly  associated  with 
chronic  ovaritis,  and  is  to  be  distinguished  fmm  new -forma  tic  ils  of 
the  ovnrj'  by  its  .small  size  and  tendency  to  he  »clf-liuiiled  in  growth. 
Such  ovaries  are  riiivly  larger  than  u  hen's  egg. 

Uterine  Fibroids.  It  is  easy  to  mistake  peilunrulateil  subperi- 
toneal fibroids  of  the  uterus  for  tumors  of  the  ovarj-. 


1.  Knrvtr  cKvut  In  rnriy  lite. 

X  Itercly  gmw  tMtr  the  ni«nopftUaa. 

8.  HUq  of  RTTitvlh  i«  Rlmn'. 

4.  (JofMlrtenty  luiully  Dnn. 

5.  ]ntlmKlclj'  BtlochL-d  to  Ihr  utcnu. 

t,  Tunmr  raity  be  Attached  (o  any  porUon 

at  tttc  ulf  ra>. 
T.  Pvdlde  luiiiilly  nhort  anrl  ttilck. 
a,  Ulrriw  iwually  incrooed  In  lonirtb. 

9.  May  lliitl  litilli  ovBrim  ncinn»l, 

10.  VnnoUB  tiiunnur  hr«nl  in  nO  |n^r  Tvot 

of  liiTz«  tlhrolcla. 
U.  Hmoirhnipa  miiiuxin. 
U.  Fuiii-il'iii*  <>(  ilii>  liUtldpr  •lid  n«4iini 

otirii  ilUturbed. 


0««HiAN  Crm«. 
I.  M>y  occur  in  liibniry. 
3.  Often  oantEnuc  to  ctvw  alter  tti* 

{MIUMt. 

3.   Rate  Iff  !!""''■  ^  >wiiMlljr  OMirv  rsfiliL 

i.  l'lijotuaiiiu{. 

n.  lioeu    ■■ilinialcly    aaaociatoil    wiUi    U 

utvriw. 
0.  Tumor  of>bti«vw<l  wltL  ttao  oivrina 

7-  P«diH(i  inny  )■<•  lone  anal  drndtr. 
B.  Ko  iQcrMiMT  In  Itw  IubkUi  of  Ik*  DM 
9.  Our  or  Will  ovaHra  oliitunnMl. 
It.  VipiinijA  iniiriH'ir  tMililom  bnjtnl. 

11.  Nut  (-nmnHin. 

IS.  Not  uttvn  dlaUiTl>«d, 


It  must  be  remetnbered  that  uterine  fibroids  may  appear  to  fluc- 
tuate similarly  to  a  cyst  with  gelatinous  fluid.  When  doubt  exists 
after  all  of  the  above  points  are  considered,  an  exploratory  incision 
should  be  made. 
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Tubal  Pregnancy.    Sec  respective  chapter. 

Serous  perimetric  exudates  may  become  sharply  nrfumscribed, 
stighllv  or  not  u1  all  lender  to  pressure,  and  may  Huctiiate  from 
(Miituinetj  Sutd.  lii  tlie  early  stage  the  exudate  may  cullect  in  the 
pouch  of  Doiigia-s,  and  fmm  its  form  and  consistency  it  may  he  mis- 
taken for  an  ovarian  tumor.  Such  exudates  are  rounde<l  below  and 
l^at  above,  while  nvanaii  cysts  arc  round  throughutit  their  entire 
circumference.  The  consistency  may  show  variations  at  different 
points,  while  in  ovarian  cj-sts  it  is  usually  nnifomi  throujjhout.  The 
exudate  blends  with  the  surrounding  structures,  and  is  inseparably 
connected  with  the  uterus. 

The  history  of  infection,  the  rapid  development  of  the  mass,  and 
the  tendency  to  remain  stationary,  or  to  tlecrc«se  in  size,  are  ioa- 
portant  factors  in  the  differential  tliagnosis  of  [neninetric  exudates 
from  ovarian  cysts. 

Parametric  exudates  mn  usually  be  difTerentialerl  fmin  ovarian 
cysts  by  the  histon,'  of  Infection.  Tliis  will  pt)iiit  to  an  iiiflainma- 
tory  origin.  The  location  of  the  mass  in  the  cujiuective  tissue  in 
close  proxitiiity  to  the  vaginal  wall  in  characteristic  of  pelvic  cellu- 
litis. Ovarian  tumors  lie  on  a  higher  level.  The  consistency  of 
an  infiamnnitory  cxndatt!  changes  from  time  to  time,  becoming 
firmer  and  irregular,  while  the  consistency  of  ovariun  cysts  is  con- 
stant. It  is  often  possible  to  palpate  both  ovaries  apart  from  the 
pelvic  exudate. 

Tlie  hitiitiate  connection  with  the  uterus,  the  ilUJcfimxi  outline, 
the  immobility  and  tcnderne.s.s  to  pressure,  the  history  of  infection, 
and  the  sudden  development  of  the  mass,  together  with  its  tendency 
to  become  smaller  as  time  goes  on,  are  3ignUieant  points  in  favor 
of  the  diagnoHis  of  a  j>elvtc  exudate. 

PericEBcal  Abscess.  A  .suppuniting  cyst  uf  the  ovary  may  \ie  con- 
fu.scd  with  an  abscess  about  the  rirruni-  .\  histor}*  of  one  or  more 
attacks  of  appciidlrltis  and  existing  intestinal  Lli.s(>rdcrs  will  l>e  sug- 
gestive. The  abscess  i.i  largely  confinwl  to  the  right  iliac  region, 
and  extends  downward  to  the  uterus  rather  than  upward  from  the 
uterus. 

Retrouterine  bsematocele  occupies  the  pouch  of  Douglas,  and  may 
be  so  moulded  as  to  suggest  an  ovarian  tumor.  A  Iiannatocele  is 
less  tense  and  ela.stir.  and  does  not  Hnctnatc.  There  'is  no  attach- 
ment by  a  pedicle  to  the  horn  of  the  uterus>  and  it  may  be  possible 
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to  palpate  both  ovaries  apart  from  the  ma-is.  A  history  of  ruptured 
tubal  pregnaticv  Is  ofleu  elicltcii.  An  exploratory  piiiicture  or 
incision  will  disclost'  the  MofKl. 

IntzaUgameatoiu  bnmatoma  In  its  early  de^'elopoieiit  occupie-s  a 
positioji  altogether  impossihle  for  an  ovarian  tumor,  anil,  later,  as 
it  dissects  around  the  uterus,  it  cannot  lie  confounded  with  nti 
ovarian  tumor.  The  low  situation  uf  the  mass,  its  ilUlefinecl  out- 
line, the  alwence  of  fluctuation,  its  tendency  to  become  smaller 
instead  of  progressively  enlarginjr,  antl.  finally,  an  exploratory 
puncture  or  inci.sioti  will  dcicrniinc  the  diagnosis.  Tlicre  ls  usually 
a  history  of  ectopic  pregnancy  with  rupture  of  the  gestation  sac. 

A  retrofl«xed  pregaaot  atenu  has  l>een  mistaken  for  an  ovarian 
cyst.  'I'he  nsiml  sijjn.s  of  pregnancy  are  to  l>e  consiclere<l.  In 
DVHriaii  cysts  it  is  possible  to  have  anieiiorrhcea,  enlargement  of  the 
mainmif,  secretion  of  coh)strum,  di-scotoratioti  of  the  cervix  and 
vagina,  and  nfliisea.  'Phe-se  .Mgr.s,  together  with  a  rapidly  growing 
abdominal  tunior,  might  suggest  pregnancy. 

The  rate  of  growth  of  a  pregnant  uterus  is  more  rapid  tlian  tliat 
of  an  ovarian  cyst.  Ita  consistency  is  soft  and  elastic,  as  contrasted 
with  the  tense  elasticity  of  an  ovarian  cyst.  So  lung  as  iherc  is  a 
suspicion  of  pn^gnaney  the  sound  shouhl  not  [>e  einphiyeil.  When 
in  doubt  as  to  the  diagnosis,  and  immediate  interference  is  not 
demanded,  it  is  well  to  keep  the  patient  under  observation  for 
several  weeks  to  nole  the  progress  of  the  tumor  and  the  tlevelop- 
nient  of  positive  signs  of  pregnancy. 

THE  DIAGNOSIS  07  OVARIAK  TTTMORS  OF  HEDIXTM  SIZE. 

A  tumor  lying  at  the  brim  of  the  pelvis  tliat  is  round  or  oval, 
sharply  outlined  and  fluctuating,  is  iti  all  probability  an  ovarian 
cyst.  If  it  can  be  demonstrated  that  the  tumor  is  attachet)  to  the 
horn  of  the  uterus  by  a  pedicle,  the  diagnosis  l.s  c<infirmed.  It  is 
most  essential  to  recognize  the  peiliele,  and  this  is  usually  possible 
where  the  eomlitions  for  exaininalion  are  favorable.  Where  the 
pedicle  1%  difficult  to  palpate,  llagar  advises  traction  on  the  cervijt 
by  a  tenaculum  while  a  rcetoalMlominal  examination  is  carried 
out. 

Winter  further  advises  traction  on  the  tumor  by  an  osaistanl, 
shown  in  Plate  X.    lu  tliis  manner  tlie  pedicle  is  made  taut  and 
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can  be  more  readily  rocognized.  Wherr  Uie  p«]icle  cannot  be 
palpatctl,  the  diagnosis  must  rest  upon  the  consislcnev  and  general 
outline  of  the  iit^ru.s. 

Pregnancy  in  the  second  and  third  trimester  can  only  be  confounded 
with  uti  ovariun  tunior  whvn  tlivrc  ]:$  no  evidence  uf  the  presence  of 
a  ftrtus.  There  will  l>e  still  greater  uiifcilainty  in  the  diagnosis 
when  it  is  not  possible  to  demoustrate  the  direct  continuity  of  cervix 
and  boily  bcrau.s(^  of  the  high  position  of  the  uterus. 

The  uterine  jwuiffle  is  seldom  lu*ard  In  ovarian  fVsU.  and  will 
speak  for  a  pregnant  uterus  or  a  solid  tumor,  llie  finding  of  the 
round  ligaments  running  to  the  tumor  will  e^ablish  the  diagnosLi. 

Advanced  Ectopic  Pregnancy.  The  history  of  pregnuncy.  together 
witli  the  fintlitig  of  an  abdoniinal  liinior  of  unequal  .Huft  coniiistency 
and  absence  of  fluctuation,  will  suffice  for  the  exclusion  of  an  ovarian 
cyst.  Where  the  fcctus  is  living  it  is  scarcely  possible  to  mistake 
th*^  tumor  for  an  ovarian  cyst.  \\"itli  the  death  of  the  fo-tus  all 
signs  of  pregnancy  may  disap|>eur.  The  utenis  in  an  ovarian  cyst 
is  normal  in  size,  while  in  advanced  ectopic  pregnancy  it  fairly 
resembles  a  pregnant  uterus  at  the  third  month. 

A  distended  bladder  may  rt>.scmhte  an  ovarian  cyst  in  gpncral  out- 
line, posilion,  and  L-onsisteney.  In  everv'  |H>lvic  examination  for 
whatever  lesion,  it  \s  always  advi.sahl(>  to  make  sure  that  the  bbdder 
is  empty.  IE  this  rule  is  obser\-ed  there  will  be  no  question  as  to 
the  differential  diagtKwis  of  an  ovarian  cyst  from  a  greatly  <UstendwI 
bladder.  \\1)en  such  a  question  ariseji  the  catheter  will  obviate  uU 
possible  error. 

Tumors  of  the  omentam  rarely  .simulate  ovarian  tumors.  They 
are  seldom  so  .sharply  circum.-»rribe(l  and  roumled,  and  are  not  cuu- 
nectwi  to  the  utenis  by  a  pediele.  The  fimling  of  the  ovaricsi  apart 
from  the  tumor  will  e.\clude  the  ]>ossibility  of  an  ovarian  tumor. 
Omental  cysts  have  been  tapped  for  ovarian  cysts. 

Echinococctu  cyst*  of  the  pelvis  form  a  rounded  cystic  tumor  that 
closely  reserrd)le^  an  ovarian  cyst.  The  prpsciiec  of  a  tumor  of  the 
liver  speaks  in  favor  of  erhinococri,  but  an  absolute  diagnosis  Is 
only  made  by  an  exploratory  puncture  and  the  finding  of  the 
booklets. 

ParoTarUn  cysts  have  thin  walU  and  are  less  1«nsc  than  ovarian 
cysts.  Unless  the  ovarj*  can  Im-  pal|«ued  ilistinet  from  Uie  cyai  a 
clinical  diagnosis  cannot  be  ma<ic  with  certainty. 
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FhantotD  tumors  of  th»  abdominal  wall,  caused  by  ratiscular  con- 
tractiiiii,  may  .simulate  an  uvarifiri  cyst  in  form  and  consistency. 
Tfic  swelling  lias  no  connection  with  tbe  uterus  and  will  disappear 
under  anesthesia. 


THE  DIAONOSrS  OP  LAROE  OVARIAN  TDKORa  FtLLINO 
THE  ABDOMINAL  CAVITY. 

It  is  often  quite  impossible  to  palpate  the  |>e(nc*le  because  of  th« 
close  prrtxinuty  of  the  large  tiiincir  to  the  iileni.s.  When  it  is  tlemoii- 
strated  tliat  the  swelling  is  a  cystic  tumor  and  not  free  fluid,  the 
diagnosis  of  nn  ovarian  cyst  is  highly  presumptive,  because  it  is 
muat  unusual  fur  a  tystie  tumor  of  such  sutr  to  grow  fn»m  any  other 
source  than  the  ovary.  The  superficial  veins  of  the  abdominal  wall 
are  distende<l,  and  markings  resembling  stride  gravidarum  are 
usually  seen  over  the  ah<Iomen.  The  jiercussion  note  is  dull  over 
the  swelling,  and  tympanitic  in  the  tlanks  and  over  tlie  stomach 
where  the  intestine  and  stomach  liave  been  crowded  by  the  tumor. 
Changing  the  position  of  the  patient  does  not  alter  the  outline  of 
the  area  of  dulness  as  it  does  in  free  ascites. 

Fluctuation  is  easily  demonstmled.  Hecausc  of  the  great  disten- 
tion of  the  abdomen  it  is  difficult  to  outline  the  uterus.  Wheo 
pregnancy  can  be  excluded  the  uterine  sounil  will  detennine  the 
position  of  the  uterus.  In  cysts  of  extreme  size  the  upper  Iwrder 
lies  beneath  the  sternum  and  ribs,  bulging  them  furtvunl;  the 
tympanitic  note  of  the  transverse  colon  and  stomach  is  lost.  The 
spleiiif  dulness  is  hist,  the  liver  dulne.<^  cannot  Imj  define*!  from  that 
of  the  tumor,  and  tlu-  heart  and  lungs  are  pressed  npwani.  The 
abdomen  is  symmetrically  enlarged,  hence  measurements  are  of  no 
value  in  the  largest  cysts.  Tln».se  of  smaller  size  pre^ient  an  asym- 
metrical enlargement  which  can  be  demonstratwl  by  inspection  and 
by  certain  measurements.  These  niea.su remeuLs  are  taken  from  the 
umbilicus  to  the  anterior  su|)erior  spine  of  the  ilium,  and  from  the 
linea  alba  to  the  spine  of  the  vi-rtebne.  A  contparison  of  the  meai»- 
urements  of  the  two  sides  will  atlunl  reliable  information.  Ausrul- 
tation  is  of  little  service.  A  bruit  is  sometimes  heartt.  and  will 
serve  to  diffen-uliiite  the  cyst  fnim  ascites. 

Differential  Diagnosis.  Frett  ascltfls  is  very  often  mistaken  for 
lai^c  ovarian  cystd.     Cases  occur  where  a  diagnosis  caimot  be 
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mat^c  until  the  abdomen  i^  opened.  Still  j^ater  diliiculty  arises 
when  an  ovarian  cyst  U  associattKl  witli  ascites.  Much  can  he 
ascertained  from  inspection  uf  the  disteixleil  alHloincn. 


Aacitim, 

1.  DWtiMH  uf  tii«  lie»rt.  lunc*.  Ilrnr,  »ni\ 

(ivriioneuit)  to  aovouot  Fvr  Uig  immno* 
o(  the  Buid. 

2.  Rapid  (Laveloptoont. 

S.  luapMtion  of  aUloiBwi. 

d.  KnUrEoment  oynunelrioal, 

b.  flatiMiiiui  ARleriorlv  ftod  buiiiKS  ui 

the  fliuilui  irith.  pAliant  on  Imt  bMk. 

c.  Luwiir  ponjunof  abdoinmlHilpH«iul 

(piautriuin  U  fl»twiud  with  poUaiii 
ereei, 

d.  Navel  promitiBnt  uul  lUn. 
*.  OMtal  arcb  tloc*  out  bulfc 

4.  PereuMinQ  uf  ihe  kbilnmea. 

a.  Dulnopa  in  fluik*. 

b,  Ti-inpany  in  medUn  liov. 

e.  ChuiKP  cif  arva  at  ilulnen  by  aK«m 
of  iHiriiiiiii  uf  |»tisnl. 

8.  PnlpoUoa  of  nbtlomrn. 

0.  No  uuiUne  of  lumor  cbd  be  pslpaud. 

5.  FIucluBt  iijn  in  kll  racinal  (nmiDaa. 
A.  Explonlory  puncture. 

ContmiM  aernus  Huid. 
7.  UrdraBotnw*  utd  djureiio*  l«it)po'*rily 

inpravt  ttw  eonditioa. 


Lame  Ovahum  Cm. 


1.  Ab*«nt. 


2.  Develiipumil  luiiaOy  iluw. 
?■  InipMtkiti  »f  iib<l'>m(!«L 

a.  tlnlATcvmeDt  anyounetJical  uhImh  th* 

anlirn  Kbdotiirn  u  HIIoiI. 

b.  Ri'iitiit  iMiiuilurtyMKi  Bu  in  tb«  flankn 

wltb  iiulMit  oa  lipr  back. 
t.   Nir  rtuinss  in  tlip  oulliiir  uf  ihn  luntor 
by  nbaoav  of  |H>ntii>i>  i4  pnUttit. 

d.  Navnl  nrit  piumlnaiiL 
«.  C(Mtal  Bruh  buUr«k 
4.  pAroiusoian  of  abdcFinen. 

0.  l>uIii«iM<iver  nbdomiDaJ  iiniminancw. 
b.  Tympony  In  fUiik*  anO  viiiixitrituik 
t.  No  auob  ohanse. 

i.  PftlpsUon  of  abdoiBfla. 

(t.  nulline  palpalcd. 

b.  Miire  lioiivwl, 
4.  (Jiiiliiratury  piinriurs. 

Cuntaiti.'i  (crutD  uf  IfkUCUl. 

7.  Havf  Ku  <iir«(;l. 


The  perrussion  note  is  of  grcalwt  valnc  in  differentiating  free 
from  encysted  6uid.  Tlie  area  of  dulness  increases  as  tlie  9uici 
collects,  and  is  last  to  disappear  in  the  epi^striiim.  In  a.srite.s  of 
extreme  grade  there  may  Ik-  no  area  of  lynipany,  ami  the  same  may 
be  true  of  very  large  ovarian  cysta.  If  the  mesentery  is  short,  the 
tympanitic  note  disappears  early;  if  long,  so  as  to  permit  the 
bowels  to  float  on  the  .surface  of  the  ascitic  Huid.  or  to  l)e  cn>wdcd 
in  advance  of  the  <-yst,  the  tympany  can  be  demonstrated  until 
the  abdomen  is  overdistended. 

Certain  fallacies  iimst  lie  "jtiardeil  ugaiu.'^t.  A  very  short  mesen- 
ter)'  or  the  presence  of  adhesions  may  confine  Ihe  intestine  to  tlie 
flanks  in  free  ascites  and  give  a  tympanitic  note  in  this  rt^an.  In 
ovarian  cyst  the  bowel  may  be  adherent  to  the  anterior  abdominal 
wall  and  give  a  tympanitic  note  in  the  metlian  line.  <ia.4  fti-nemtinl 
within  the  cyst  may  ^ive  a  tympanitic  note.  A}i,'ain,  the  ah-scnrc  of 
gas  within  the  bowel  may  give  a  dull  note  where  tympany  would 
otherwise  !«*  found. 

In  an  ovarian  cyst  the  percns^on  note  is  always  dull  over  tlie 
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the  fluid  may  gravllale  to  the  dependent  portions  of  the  obdotncn, 
and  it  may  not  Ik,-  possible  to  imtlinc  tlie  tuiuur  In-  pal|>atiou.  An 
exploratory  ineision  nmy  aldtu-  v\var  up  the  fliagiio.si,s. 

As  an  ai<I  to  the  liifferential  diagnosis  of  ascites  and  ovarian  cystA, 
Landau  oclvisea  putting  the  patient  in  the  lilhoiomy  position  and 
elevating  the  hips.  If  there  U  a  large  quantity  of  free  fluid  in  tlie 
abduniinul  cavity,  the  uterus,  in  an  alxluuiinovagiiial  uaiiipulatiun, 
may  bo  demoii-straletl  to  lie  itjwii  a  water-rushion. 

Pancreatic  Oj^ts.  \o  confusion  should  arise  in  the  early  devclop- 
nit'iit  iif  pancreatic  cysts.  They  take  iheir  origin  in  the  region  of 
the  pancreas  and  grow  from  above  dowi^ward.  The  moft  promi- 
nent portion  of  the  tuniur  i.s  located  in  the  region  of  t)ie  navel. 

It  is  poHsiblt'  for  n  small  or  m(Hieratp-sizet!  ovarian  cyst  with  n 
loug  pedicle  to  occupy  a  similar  position.  Such  a  cyst  is  usually 
more  movable  than  a  pancreatic  cy.st,  and  the  dcnion-stration  of 
its  attachment  to  the  utcnw  by  a  pwliele  will  delenninc  the  diag- 
nosis. 

In  doubtful  cases  on  explorator}'  puncture,  together  with  a  chem- 
ical analysis  of  the  aspirated  fluid,  will  identify  a  pancreatic  cyst. 
The  diiiiyer  of  jwrforatitig  the  sloiuach  is  to  Ik*  borne  in  mind. 

Splanic  Tumoi.  It  bt  ^xi.s.sil)le  fur  a  tumor  uf  the  spli^>]i  to  extend 
to  the  inlet  of  the  pelvis,  and  when  cystic  (e<rhinoroccH.s)  an  ovarian 
cyst  may  Ih-:  diagnosed.  Most  splenic  tumors  are  solid,  ami  these 
are  not  Hltdy  to  Ik*  mistaken  for  ovarian  tumors.  A  splenic  tumor 
grows  from  above  downwani.  while  an  ovarian  tumor  grows  from 
below  upward.  The  fimling  of  a  pedicle  tronnecling  the  tumor  with 
the  horn  of  the  uterus  identifies  it  as  ovarian  in  origin.  An  analvsls 
uf  the  bliKHl  will  often  dlaclusc  the  nature  of  a  splenic  tumor  (splenic 
leukirmia,  malaria).  The  notched  bonier  and  the  rc.tpiraioni-  move- 
ments of  the  spleen  are  signidcunt.  A  number  of  eases  have  l>ecn 
re|Kirted  in  which  the  spleen  of  about  normal  size  has  occupied  the 
pelvis  and  lias  been  mistaken  for  solltl  tumors  of  the  ovary.  It  is 
im^mrtatit  In  all  .such  eases  to  seek  fnt*  a  [H<dicle  cuinieetiug  the 
tumor  with  the  horn  of  the  uterus.  .4s  a  last  resort  an  explr>rai<»n' 
incision  may  be  made. 

TtiiQon  of  th«  Liver.  It  is  posaible  for  tumors  of  the  liver  to 
peach  to  the  inlet  of  the  jjelvis.  An  ovarian  tumor,  because  of  iti 
great  size  or  long  pedicle,  may  reach  to  the  right  co.stal  arch  and 
the  tumor  and  liver  become  one  imieparable  masa. 
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A  uniform  enlargement  of  the  liver  should  be  ret'ognized  by  its 
sharp  lower  IjunitT  and  by  the  chiirafti'ristic  fissure  separating  the 
right  fmin  the  left  lobe.  The  mnss  should  move  with  respiration, 
a  fact  not  observed  in  ovarian  tumors.  An  irregular  eidurgeiuent  uf 
the  liver,  a.s  fntni  cfhimKHHTUs  vyats,  alwfess,  and  new-fnrniatinns, 
is  mon-  likely  to  Ije  mistaken  for  an  ovarian  tumor  than  is  a  uniform 
enlargement.  Here,  as  at  all  times,  it  Is  essential  to  determine  the 
relation  of  llie  tumor  to  the  uterus,  whether  or  not  there  exists  a 
pedicle.  In  petlunculuted  tumors  of  the  Uver  the  greatctt  mubility 
Ls  ut  the  lower  portion  of  the  growth,  while  in  freely  movahle  ovarian 
tumors  the  greatest  mobility  is  ut  tlte  up[)er  portion  of  the  tumor. 

Patty  Tumors.  Knortiious  fatly  liinions  tnay  spring  fmm  the 
omentum  mid  .subserous  tissue,  and  suggest  the  |)o&<iiblc  presence 
uf  ovarian  tumors. 

A  distended  ^ll-b)adder  rontaining  eleven  pints  of  fluid  was 
operated  upon  by  Lawsun  Tail,  wlio  lui.slouk  it  fur  an  ovarian  cyst. 

A  chylous  eyst  of  the  meaentary  may  ultain  an  ftiornums  sincj 
ami  closely  simulate  an  ovarian  cyst. 

Obesity.  .\  very  thick  abilominal  wall  may  suggest  the  presence 
of  an  ovarian  tumor.  It  may  be  impossible  to  say  that  an  ovarian 
cyst  tioea  not  exist  wiltniut  making  nn  exploratory  incision. 

AUautoic  or  orachus  cysts  may  give  rise  to  suspicion  of  tun  ovarisn 
cysi.  Tlu'y  may  alUiin  a  large  size,  and  iiiv  always  found  in  tlic 
median  line  ttrlwcen  the  abdominal  wall  and  [MTitonpum. 

Hydionephroiii  has  been  mistaken  for  ovarian  cysts.  A  hydrcn 
nephmsis  muv  occupy  the  pebis  and  an  ovarian  tumor  may  occupy 
the  n'gion  of  the  kidney.  Moreover,  a  hydronephrosis  and  an 
ovarian  tumor  may  coexist. 

The  characteristic  physical  signs  of  renal  tumors  can  usually  be 
relied  ufjon.  The  colon  King  in  front  of  the  kidney  gives  a  tym- 
panitic note  on  light  percussion.  In  exce])tional  ca-ses  the  bowel 
may  He  in  front  of  an  ovarian  cyst.  In  liydronephr<»sU  the  tumor 
may  intermit,  and  such  diminution  in  size  is  acconipanieil  by  an 
abun<laiit  flow  of  urine.  Kxamination  of  the  urine  may  disclose 
im|>ortant  facts.  It  is  possible  for  an  ovarian  cyst  to  rupture,  and 
thw  in  turn  l»e  followed  by  diuresis.  Hydronephrosis  is  rarely  so 
movable  im  an  ovarian  cyst. 

The  ovarian  cyst  when  large  and  fixctl  may  cau.sc  hydronephrosis 
by  pressure  upon  the  kidney  or  ureter. 
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The  diagnosis  of  bil&tenl  oTftrian  tmnon  i.t  rea<:)ilv  made  when 
from  eitiitT  tucuur  u  ptilicle  is  tracwl  Ui  llie  uterine  honu.  The 
smaller  tlic  tumor  the  eiisier  (he  diagnosis.  In  very  large  lumors 
the  (liagtiosis  may  be  impossible.  When  in  the  absence  of  preg- 
nancy and  in  the  prest'iiee  (if  a  large  cystic  tiimnr  of  the  abtlomen 
the  menses  arc  snppre.-iswl,  a  bilateral  ovarian  tumor  Is  suspeete<I. 
Tiie  li\'u  tumors  are  rarely  of  the  same  size,  ami  seliium  lie  un  the 
same  level.  A  furrow  may  separate  the  two,  and  two  separate  and 
diatinet  percussion  waves  may  W  elicited.  ITie  tumors  may  be 
moved  sejNintlely  iiy  bimanual  tniinipulatiun.  Not  iufrei:|uently  the 
diagnosis  is  deferred  until  an  exploratorj*  incision  has  been  made. 

INTRALIGAUENTOUS  DETELOPUENT  OF  OVARIAN  TDUORS. 

It  is  not  alway.s  possible  to  recognize  an  intralipiimentous  tumor 
of  the  ovary  without  opening  the  abdomen.  Such  tumors  lie  within 
the  two  layers  of  the  broad  ligament  in  close  proximity  to  the  uterus 
and  are  usually  firmly  fixeii.  No  pedicle  can  Ijc  [Milpated.  In  verj* 
exceptional  cases  the  tumor  will  distend  the  broad  ligament  and 
draw  i(  out  into  a  brnad  [H'diclfi.  Such  tiimnrs  have  some  degree 
of  mobility.  Intraligamentous  tumors  of  the  ovary  rarely  grow  to  a 
large  size.  The  uterus  and  tumor  appear  as  one  mass,  or  the  uterus 
may  Iw  distinctly  oullineil  from  the  tuuior.  lu  exceptional  casvs  (he 
tumor  may  burrow  beneath  the  peritoneum  behind  or  to  the  front  of 
the  uterus.    When  bilateral  the  uterus  may  be  lifte<l  out  of  the  pelvis. 


I.  Dav«l«p  fmni  thn  oSpburon. 
3.  ComiTioiil)' mulllloculw. 

3.  U>y  reftclt  «nannoua  mml 

4.  nmwiti  iuuall]r  rajiiiL 

t.  t'niBlly  ppiliiiiciilntiHl  and  movabb. 

I.  AdbMaoM  ftbout  tyn  MmtnoD. 

T.  Tkppini  not  curaticB. 

a.  Cluraetorof  oootenta:  oanlaJnaalbuBiiii: 
l«  modBoui  or  tUn  uid  w*i«y;  elMw 
ami  IracuiparBnl.  or  ouffeo  ruluml, 

tl.  Pntiitl'^niB'aU*  Knmtli'  oomioU'ii, 

10.  lUraly  lotraUinunwious. 

1 1 .  TeiuJeiicy  (o  tmsjuin  tnalixriBiit. 
13.  Ramly  nlMimii*J  111  KX'Wtb. 

13.  No  OVMT  viMbk. 

14.  ItluodvcaadaBdiloui  MOM  la  n<li*lanir«r 

tlw  vurfacv  nf  tliv  eynv. 


1.  Dnvelap  rriim  the  [larnvMiuin. 
3.  Vtumi\y  uoUufular. 

3.  ScLilon  l»na. 

4.  I'suiJiy  dow. 

5.  tluvly  p«duDoiilat«(l  ■ml  uraally  fiiivd. 
0.  AUbMioui  not  common. 

7.  Odrn  curslivc. 

S.  Cli»r«ct«r  i>r  ci»ii«nia;  IttUa  or  bo  klbu- 

iota 

ft.  Nui  cumnaa. 
ID.  AlwayiL 

1 1,  MJocn  becomra  maUtlMiil. 
li.  S*lMiniit«>J  ii>(n>wrh 
13.  Ovary  uiMbed  W  tiM  p*rlplwry  at  eysL' 

■Mil  <iu  t.lMdirftMuf  lb»«jr«. 


Adherent  Tumors  of  the  Oruy.     From  an  operative  ptunt  of  view 
it  is  very  importaut  to  recognize  the  presence  of  adhesions.     It  i^ 
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manifestly  more  difficult  to  reeogiii?^  adhesions  in  large  cysts  which 
have  little  or  no  range  of  motion  than  in  small  cysts  which  under 
ordinary  conditions  are  freely  movable.  Adhesions  are  recogiiiziii 
by  the  immobility  of  the  tumor,  its  greater  or  less  degree  of  tender- 
ness, and,  in  exceptional  cases,  by  palpating  the  adhesions  in  a  con- 
juineil  examination. 

In  large  cysts  the  respiratory  excursions  are  less  marked  when 
adhesion.s  arc  pre.sc;nt.  Ii  may  l>e  impossible  tu  determine  the 
degree  of  mcibilily  unless  an  aniesthetic  is  administereil.  When  the 
cyst  is  adherent  to  the  parietal  peritoneum  the  abdominal  wall 
moTes  with  the  cyst;  friction  sounds  and  fremitus  niay  be  heard. 
Adhesions  to  the  mesentery  and  intestine  may  permit  free  mobility 
of  the  tiMuor. 

Torsion  of  the  Pedlcla.  It  is  of  the  greatest  importance  to  make 
an  early  diagnosis  of  torsion  of  the  pedicle.  Delay  in  recognizing 
the  con<niicin  io.iy  icniiinale  tllsastroiisly. 

Certain  cronditions  are  recugiii/.ed  as  predisposing  to  this  event, 
namely,  a  long  pedicle,  ascitic  fluid,  sudden  alterations  in  the  intra- 
abdominal pressure  from  overexertion,  falls,  and  blows,  a  gmwing 
pregnant  nleriis,  and  the  emptying  <if  a  preginuil  uterus.  Torsion 
of  the  ])eiiicle  in  said  tu  occur  in  alxiut  10  per  cent,  of  ovarian  and 
parovarian  tumors. 

Wien  both  ovaries  arc  cystic  the  liability  to  torsion  is  about  as 
great  as  when  a  single  cyst  complicates  prt^naney. 

Twisting  of  the  pedicle  occurs  in  all  ages  and  in  uU  kinds  of 
ovarian  tumors.  Thornton  otuicr\'ed  it  in  a  thirteen-year-ohl  girl, 
and  Potter  in  a  woman  aged  eighty-three  yejirs.  Dermoid  cvsts 
are  particularly  liable  to  this  accident. 

As  s  result  of  torsion  of  the  pedicle,  many  grave  complications 
may  arise.  Hemorrhage  into  the  cavity  of  the  cyst  may  rapidly 
distenil  it,  even  to  the  |>uint  of  bursting,  and  may  pn>ve  fatal. 
CiangTcne  of  the  cyst  will  rapidly  follow  when  the  circulation  is 
completely  shut  off;  peritonitis  is  then  inevitable.  If  adhesions 
convey  sufficient  bhwHl  to  the  cyst,  garigrcnc  will  not  foll<tw,and  the 
cyst  may  remain  intact.  It  is  ]H>».iible  for  the  cyst  to  be  entirely 
severe*!  frtnn  the  uterus.  In  onier  that  the  cyst  rnay  not  undergo 
speedy  destruction,  adhesions  must  convey  a  sufficient  supply  of 
blooti.  The  tightness  of  the  twi.st  varies  with  tJie  thickness  of  the 
pedicle.    Tumors  of  medium  size  are  most  liable  to  Uiis  accident. 
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The  (liagnosis  cannot  be  maJe  witli  certainty.  Hanng  previouwy 
recognized  n  pwiiinciilatcd  lunior  of  the  ovarj*,  torsion  of  (he  pedicle 
will  l>e  suspected,  when  the  patient  i.s  seized  with  severe  pain  in  the 
nrgiun  of  the  ttiinur,  ami  at  the  same  time  the  tumor  increases  in 
size  and  is  tender  to  pressure.  Collapse  may  follow  imme<liately 
upon  the  twisting  of  llie  pedicle.  An  absoUite  diagnosis  must  be 
Wjierve*!  for  an  exploratory  incision.  Operative  interference  must 
be  a*lvisc(l  upon  a  provisional  diagnosis:  the  expectant  plan  of 
treatnient  is  nut  to  be  foiluwetl. 
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An  luthiimnt  multilnrulsr  cjnt  ofnartXnK  lb*  ut«nM  IkUi  aztfnnv  HM»v«nlab 

A  limited  degree  of  torsion  may  cause  no  s\Tnptoms;  tJiere  is 
pain  of  variable  intensity  followed  by  symptoms  of  peritonilis, 
inchidinjt  fever,  rapid  pulse,  tympany,  and  abilominal  tenderness. 
Peritonitis  cotoplicating  ovarian  cysts  is  toust  often  the  result  of, 
se(*ondary  infection  of  the  cyst.  Torsion  of  the  |icdicle  of  an 
ovarian  tumor  must  be  differentiates!  from  hepatic  colic,  renal  colic, 
intestinal  obstniction,  strangulated  hernia,  appendicitis,  ruptured 
tubal  pregnancy,  and  rupture  of  a  sactosalpiia. 
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Bapttm  of  an  ov»ri»n  cyst  results  from  direct  violence,  torsion  of 
llie  pedicle,  iJegerie ration  of  the  cyst  wiill,  hemorrhage  within  the 
cyst  and  in  the  wall  of  the  cyst.  Spontaneous  rupture  from  thin- 
ning of  llie  cyst  wall  has  been  reported, 

When  the  cyst  nipturcjj  there  is  a  feeling  of  relief  from  pressure; 
the  cyst  is  no  longer  eviiletit,  hut  if  sufficient  fluid  has  escaped  the 
contents  may  l»e  recognizt'd  free  in  the  abdominal  ca\'ity.  From 
absorption  of  the  containefl  fluid  the  temperature  may  ]>c  .iltghtly 
elevatetl  and  the  bowels  and  kidneys  become  unusually  active. 
The  cyst  may  rapiilly  refill. 

Le«Jug«  of  the  cyat  i^  a  term  implying  a  slow  and  limited  empty- 
ing of  a  cyst  into  the  peritoneal  cavity.  Tlie  daughter  cysts,  which 
so  often  bulge  on  the  surface  of  the  parent  cysts,  have  an  extremely 
thin  wall,  which  may  give  way  at  some  point  and  permit  the  con- 
(entj*  lo  be  dUcharge<i  into  the  peritoneal  cavity.  Secondary  cysts 
also  rupture  into  the  parent  c}'st,  and  in  tlii^  manner  a  multilocular 
cyst  may  be  converted  into  a  unilocular  cyst. 

Rupture  of  the  cyst  may  occasion  hemorrhage  that  is  either 
confined  within  the  cyst  or  that  escapes  into  the  free  peritoneal 
iCftvity.  The  hemorrhage  may  prove  fatal;  this  is  particularly  true 
of  rupture  following  upon  torsion  of  the  pedicle.  The  escape  of  the 
Buid  from  the  cyst  is  often  hindered  by  the  plugging  of  tlie  rent 
witti  a  daughter  cj'st. 

Rupture  of  an  ovarian  cyst  into  hollow  \'!scera  is  possible.  Der- 
moid cy.sts  are  particularly  liable  to  adhere  to  the  Itowel  and  to 
subsequently  rupture  Into  it;  such  cysUi  arc  invariably  infectr<l. 

Hemonbaffo  into  the  cyst  i:i  the  common  result  of  torsion  of  the 
pedicle,  and  the  symptoms  are  usually  masked  by  those  cau.sed  by 
the  torsion.  Puncture  and  direct  violence  are  additional  causes  of 
hemorrhage. 

A  moderate  hemorrhage  may  cause  no  clinical  symptoms.  When 
the  loss  of  blood  i.s  considerable  the  .symptom.s  are  tho.se  of  internal 
hemorrhage,  together  with  a  rapid  incrca.sc  in  the  siz*^  of  the  tumor, 
pain,  and  high  tension  in  the  cyst. 

BnppuratioD  of  an  ovarian  cyst  was  formerly  believed  to  follow 
tapping  and  the  Eiwidcrital  adiiiiMion  of  air.  This  (s  possible, 
but  more  often  suppuration  occurs  independent  of  such  events. 
Dermoid  cysts  are  particularly  liable  to  suppuration.  The 
infected  cysts  are  invariably  adherent  to  the  bowel,  bladder,  or 
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vagina,  ami  through  these  adhesions  the  infection  b  convereJ  to 
the  cyst. 

In  acute  cases  the  patient  dies  from  septic  infection,  unless  opera- 
tive interferenre  is  institiite<l.  'ITie  symptoms  of  acute  suppuration 
are  characteristic.  The  temperature  is  elevate<i  and  irregular,  the 
pulse  is  rapid  and  feeble,  exhaustion  and  emaciation  rapidly  develup. 
The  cyst  increases  in  size,  and  is  very  tender  to  pressure.  Sutton 
has  observed  the  temperature  to  become  subnormal  in  long-standing 
ca.ses  witli  fonl-sinrlliiig  pus. 

When  gss  generates  in  the  cyst  the  dull  percussion  note  gives  I 
place  to  tympany.     After  suppuration  the  cyst  may  discharge  ttai 
contents  into  the  bowel,  bladder,  vagina,  rectum,  peritoneal  cavity, 
or  through  ihu  alxloininal  wall. 

When  n  fislulttns  cumniuiiication  is  established  between  the  cyst 
and  u  hollow  vi^us,  or  the  abdominal  wall,  the  discharge  of  pU3 
may  Im*  prolonged  imh-finitely,  anti  the  patient  finally  beronMS 
exhaii.su-<i.  Fragments  of  Iwne,  teeth,  and  hair  have  sloughed  into 
the  bladder  from  an  adherent  dermoid  cyst.  These  fragments  may 
become  the  nuclei  of  vesical  calculi.  ^H 

II  is  must  unusual  for  such  fislulie  to  close  spontaneously.  The  ^i 
infection  fretjiiently  travels  to  the  cyst  by  way  of  the  Fallopian 
tube.  From  an  infected  tulie  adhesions  may  develop  between  tlie 
cvst  and  the  omentum,  howel,  bladder,  and  ab<lominal  wall.  In  a 
similar  manner  the  appendix  is  the  starting  point  of  an  infection  in 
and  al)out  the  cyst,  .\dhesions  between  the  appendix  and  cyst  mu.rt 
be  looked  for  in  the  course  of  the  removal  of  the  cyst,  otherwise 
death  may  be  caused  by  tearing  Ihniugh  the  ajipendix  and  bowel. 

The  diagnosia  of  malignant  degeneration  of  an  ovarian 
tumor  i,s  iif  IIh-  utmost  irn{Hirtiini>t',  hut  unfurtunalely  cannot  be 
made  with  certainty  without  a  microscopic  examination. 

Hilateral  ovarian  tumors  of  the  ovary  are  often  malignant,  but 
all  forms  of  benign  tumors  of  the  ovar)'  are  oci-a-sionally  bilateral,  ^j 
Tlie  presence  of  sjicites  is  abo  suggestive  of  malignancy,  yet  mali^  ^M 
nant  tumors  of  the  ovary  may  exist  without  ascites,  and  all  forms 
of  new-growths  of  the  ovar\'  may  be  associates!  with  ascites;  this  is 
particularly  true  of  |>apillomatous  growtlis. 

The  mo.wt  suggestive  .'rigns  of  malignant  degeneration  of  new- 
growths  of  the  ovanr'  are  rapid  growth,  immobility  of  the  tumor, 
and  their  firm,  nodular  character.    Partial  development  within  the 
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hn>a*i  ligament  is  also  said  to  be  suggestive  of  malignant  degenera- 
tion. MclHiiUtie  growths  may  he  found  on  the  peritoneum  and  iti 
the  viscera.  Hually,  an  exjjloratory  incision  will  lie  required  in 
many  coses,  and  even  then  the  diagnosis  must  sometimes  he  deferred 
for  a  micro»(x>pic  exaiaiiiatiuit.  The  comiideration  of  the  age  of 
the  patient  is  not  of  great  importance  in  that  malignant  tumors  of 
the  ovary  are  known  at  all  ages  from  the  time  of  puberty. 

OVARIAK  TUMORS  OOMPLICATINO  PREaKAHOT. 


All  forms  of  ovarian  tumors  may  complicate  pregnancy.  Prob- 
ably the  most  fretjuent  are  the  dermoids,  because  they  occur  early 
in  life,  grow  slowly,  and  arc  very  often  fixed  in  the  pelvis,  where 
they  offer  obstruction  to  lalx)r. 

The  dangers  to  be  apprehended  during  pregnancy  are: 

1.  Axial  rotation  of  the  tumor. 

2.  Rupture  of  the  cyst. 

3.  Incarceration  of  the  tumor  in  the  pelWa. 

4.  Impediment  to  respiration  when  large. 

5.  Interference  with  the  functions  of  the  alwloniinal  viscera  from 
pressure. 

The  darttfera  to  he  ttpprefiended  xn  labor  are: 

1.  Rupture  of  the  cyst. 

2.  Torsion  of  the  (H'dicle. 

3.  Suppuration  of  the  cyst. 

4.  Hemorrhage  into  the  cyst. 

5.  Rujiture  of  the  uterus  and  vagina. 

6.  Interference  with  the  passage  of  the  ftctus  and  with  contrac- 
tion of  the  uterus  in  the  thin]  stage. 

Very  often  pregnancy  and  labor  are  not  affected  by  the  presence 
of  an  itvjiriiin  i-ysl. 

The  diagnosis  of  the  varietj  of  ovarian  tomorB  is  only  possible  to 
a  limited  degree.  The  diagnosis  between  a  cystic  and  solid  tumor 
is  .seldom  difficult.  Fluctuation  and  an  exploratory  puncture  will 
demonstrate  the  presence  ()f  fluid. 

It  is  manifestly  impossible  to  differentiate  clinically  a  unileH-ular 
from  a  multilocular  cyst.  When  smooth  and  regular  in  outline  and 
consistency  the  cyst  is  a.ssumed  to  be  unilocular;  when  nodular  and 
irrc-gular  in  consistency  and  when  of  enormous  size  it  is  aasiumed 
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to  be  multilocular.    A  positive  statement  c-un  oiily  be  made  when 
the  ry.st  is  n|)prir«l. 

Dermoid  cysts  are  suspected  when  a  slow-gro**ing  tumor,  irreg- 
ular in  outline  and  cotisisteney,  is  nb^ervetl  early  in  life. 

I'apillarT  cysts  arc  suspected  when  the  new-growths  of  the  ovary 
ure  biluterul  or  intruligatnentous,  when  ascites  accompanies  them, 
ami  when  they  are  irregular  in  oiitlitie. 

Exploraiortf  puncture  of  ovarian  cysts  was  at  one  lime  univer&ally 
employeil,  not  only  lis  a  rliagnastic  measure,  hut  for  the  pur[>n8C  ^^ 
of  emptying  tlie  cysl.    Tlic  procedure  has  given  way  to  the  more  ^^ 
satisfactory  and  equally  safe  method  of  exploratory  incision,     llie 
fluid  removed  by  aspirating  may  be  so  characteristic  as  to  permit  a 
diagnosis  not  only  of  the  pre.sence  of  an  ovarian  cyst,  but  of  the 
]>!irlicidiir  varicly.     Mucinous  Ihiiu  is  eharartenHtie  of  a  pseudo-       i 
nuicinous  multilocular  cyst  of  the  ovary.    The  »erous  Ruid  of  an^f 
ovarian  ryst  cannot  be  recognized  from  that  of  ascites  or  hydro-  ^ 
ncpbmsU.  ^ 

Contrary  to  former  belief,  the  chemical  and  microscopic  ^M 
analyses  are  of  no  special  value  in  differentiating  the  serous  con- 
(etils  r(f  ovarian  cysts  from  ascites.  The  dangers  involveiJ  in  an 
explorator)'  puncture  of  a  cyst  are  infection  of  the  contents,  punc- 
ture of  a  bloodvessel  followed  by  alarming  hemorrhage,  injury 
to  ailhcreriit  coils  of  bowel,  escape  cf  the  contenLt  of  the  cyst  into 
the  peritoneal  canity,  and  finally,  though  rarely,  torsion  of  the 
pellicle. 

Exploraiwy  incision  may  be  regarded  as  a  safer  an«l  more  satis- 
factory rnetliod.  'llie  incision  i^i  to  be  made  after  the  usual  prepara- 
tion for  an  abilominal  section. 


FATE  OF  OVARIAN  TTIU0S8. 

1.  Parovarian  cysts  are  self-limiting  in  their  growth,  and  if  thcji 
rupture  it  is  possible  that  they  will  never  refill. 

2.  Ovarian  cysts  may  disappear  after  rupture  and  torsion  of  the 
policle,  though  this  is  exceptional. 

3.  Simple  cysts  of  the  ovary  are  .felf-liinited  in  their  growth,  but  i 
multilocular  proliferating  cystjj  are  not.  According  to  Olshausen,  ^M 
proliferating  multilocular  cysts  will  cause  death  from  pressure  " 
wilbiu  three  yeara. 
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4.  Proliferating  i^sts  of  the  ovary  cause  death  by — 
a.  Exhaustion   due  to   interference   with   nutrition,  sleep,   and 
breathing. 
h.  Cystitis  and  pyelitis. 

c.  Pressure  on  the  ureters,  causing  hydronephrosis,  pyonephrosis, 
and  ureemia. 

d.  Intestinal  obstruction. 

e.  Suppuration  and  gangrene  of  the  cyst. 
/.  Peritonitis. 

g.  Hemorrhage. 

h.  Impediment  to  labor. 


CHAPTER    XXXII. 


THE  DrAGNOSia  OF  PERnXlNITia 


i.  General  PERiroNrns. 

1.  Reiiign  Non-infectious, 

2.  Septic. 

Putrid. 
Oonorrhfral. 

3.  Tuben-ulijus. 

4.  Carcinomatous. 
II.  Pelvic  Peritonitis. 


I 


Toe  pelvic  peritoneum  covers  the  concave  surface  of  the  Hoar  of' 
the  pehTs.  From  the  anterior  abdominHl  wall  it  is  reflected  to  the 
fundus  of  the  empty  bladder,  passing  downward  and  backwan]  to 
the  posterior  surfat-e  of  tlu-  bladder  and  nrflected  on  thi*  Hiiicrior 
surface  of  the  uterus  at  alwut  the  level  of  the  internal  os.  It  closely  fl 
adhcTt'-S  to  the  body  of  the  uterus  in  front  and  behind  and  to  a  point 
about  one-hiilf  inch  }.>elow  tlie  attai-'lmient  of  the  vagjna  to  the  cer- 
vix. From  this  point  it  is  reflected  upon  the  reclum.  Between 
the  bladder  and  uterus  the  peritoneum  forms  the  so-called  vesico  ■ 
iitrritR'  |wjuch.  Retween  the  uterus  anil  rt'ctnin  is  a  nuich  deeper 
and  more  important  pouch,  the  cul-de-sac  of  Douglas,  which  is 
defined  as  follows:  the  upper  lateral  boundaries  are  the  utcmsutrral 
HpinicnLs,  the  lower  lateral  boundaric-s  and  the  floor  arc  of  peri- 
toneum, the  anterior  boundary  is  the  suprava^nal  portion  of  the 
cervix  and  the  upper  half-incli  of  the  vagina,  and  the  posterior 
boundary  is  the  rectum  and  sacrum  covered  with  |>eritoneum. 

At  the  sides  of  the  uterus  tlie  peritoneum  furitis  two  laminae 
running  outwarel  and  backward  to  the  sides  of  the  pelvis  to  a  point 
immediately  in  front  of  the  .sacroiliac  synchondrosis.  The  lamiiuc 
are  closely  approximated  above,  where  they  envelop  the  Fallopian 
tubes  and  are  widely  5e[>arated  Wlow  by  loose  coimective  ti^Lie. 
'riie-se  folils  are  known  as  the  broad  ligaments.  They  enclose  the 
Fallopian  tubes,  the  parovarium,  and  an  abundance  of  connective 
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tissnie  at  the  base.  The  peritoneum  is  reflected  upon  the  akle  walls 
of  the  pelvis.  Over  the  bladder  it  Is  readily  separatetl;  over  the 
uterus  it  is  closely  a'dherent,  save  at  the  lower  portion,  where  it  can 
easily  be  stripped  from  the  organ.  Tlie  upper  pari  of  the  rectum 
is  closdy  invested  with  peritoneum ;  the  lower  portion  is  loosely  so. 


1.  GENERAL  PERITONITIS. 

In  general  peritonitis  the  entire  peritoneum  From  the  diflphragra 
to  the  floor  of  the  pelvis  is  iiivulved  \\\  the  inflammatory  process. 

We  will  here  consider  the  subject  from  a  gynecological  stand- 
point.    Schmedcr  speaks  of: 

1.  Benign  non-iafectioos  peritonitis  arisiii}r  from  mechanical 
causes,  such,  for  example,  as  the  escaped  fluid  and  papillonmta  from 
an  ovarian  cyst. 

TJiere  are  none  of  the  clinical  manifestations  of  sepsis,  and  all 
general  and  local  clinical  evidences  of  peritonitis  may  be  wanting. 
In  the  ahdnmeii  there  is  usually  pain,  tendemesit,  and  tympany. 

2.  Septic  peritonitis  arises  from  the  invasion  of  the  peritoneum 
by  .septic  inicnwirpinisms.  These  nrganisra-s  gain  access  to  the 
iwritoueum  from  infecti-d  tubes,  ovaries,  and  pelvic  cellular  tissue; 
also,  from  wounds  incident  tu  labor  and  surgical  upcrutioiis. 

In  tliis  form  tliere  are  present  the  general  and  local  clinical  evi- 
dences of  septic  infctrtion.  The  pelvis  ami  alxlomen  arc  lender  to 
pressure;  nausea,  vomiting,  and  hiccoughing  arc  usually  present; 
the  temperature  rises,  and  the  pulse  becomes  rapid,  weak,  and 
irregular.  In  a  streptococcus  infection  death  almost  invarialjly 
ensues  within  a  week.  The  general  symptoms  of  septic  infection 
are  out  of  proportion  to  the  lucid  evidences. 

Putrid,  Baprophytic  perttonitla  due  to  infection  from  the  bacterium 
coli  and  anai-nihic  bacleria  forms  a  chnical  picture  which  varies  in 
its  general  and  local  signs. 

Tlierc  may  be  few  or  no  local  manifestations,  but  a  profound 
general  intr)xication  is  invariably  present.  Menges  says  thai  pain- 
lessness and  fetid  wlor  to  the  breath  arc  evidences  of  colon  infection. 

Oonoirhceal  peritonitis  untiucstionably  e.xLsls,  but  the  cases  are 
few.  Gushing  and  Wertheim  were  first  to  demonstrate  that  gono- 
cocci  can  live  u[K>n  the  human  peritoneum,  llunner  and  Harris,  of 
Johns  Hopkins,  recently  reportcil  six  cases  of  gonorrheal  perituuitis. 
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The  general  symptoms  of  itifectiou  develop  quickly  and  often  to 
an  alarming  degree,  but  the  fuurw  is  ustially  brief  ami  the  pmg- 
nosis  \s  relatively  goixl. 

in  all  forms  of  general  peritonitis  all  of  the  usual  signs  of  peri- 
tonitis may  fail,  and  the  diagnosis  must  be  held  in  abeyam^  until 
tlie  abdomen  in  explored. 

Tympany  is  the  earliest  and  moat  reliable  symptom.  Pain  can- 
not be  reUetl  on;  it  may  be  altogether  absent.  Nausea  and  vomit- 
ing are  rather  constant  .symptoms,  though  unreliable  in  making  a 
diagnosis.  \Nliile  the  temperature  is  usually  elevate<i  it  may  !»« 
normal  or  subnormal,  and  does  not  correspond  with  the  extent  of 
involvement  of  the  peritoneum.  The  character  of  the  pulse  \s  a 
more  reliable  guide  to  the  general  condition  of  the  patient  tliaii  Is 
the  temperature. 

In  direct  proportion  to  the  general  septic  infection  the  pulse  is 
incrpased  in  rate  and  liecome-s  irregular  in  rhvlhm  and  force. 
Unre-'it  and  Hiixietv  xrv.  drpiotod  upon  the  face. 

3.  Tuberculous  Peritonitis.  This  disease  runs  an  acute  or 
chronic  course  with  a  low  grade  of  fever.  A  fluid  exudate  commonly 
occupies  the  abdominal  cavity.  More  often  tlie  fluid  is  free,  but  at 
times  it  is  encyste<l  l>etween  adherent  coils  of  bowel. 

I^ss  often  the  exudate  is  fibnnous  or  serofibnnous,  resulting  in 
a  .shortening  of  the  mcsenter}'  and  ailhe.witi  of  ihe  jK'ritonrnl  .sur- 
faces of  the  abdominal  vi:tcera.  Tubercles  stud  the  peritoneal 
surface. 

The  diagnosis  may  be  extremely  uncertain  or  impassible  without 
an  exploratory  incision.  In  the  aKsi-nrc  of  other  causi:>s,  such  as 
puerperal  and  gonnrrhn-al  inft-ction,  and  in  the  presence  of  tidwrcu- 
losis  elsewhere  in  the  body,  the  tuberculoiLs  nature  of  the  lesion  is 
.in.s'pected. 

4.  OarclDOmatOUS  Peritonitifl.  Carcinomatous  peritonitis  aris- 
ing from  a  caiicenuis  focus  in  the  uterus,  tulies,  and  ovaries  may 
give  rise  to  many  of  the  symptoms  common  to  peritonitis. 

It  is  especially  difhcult  to  diffen*ntiate  a  carcinomatou.s  |H'ri|onitis 
from  a  tulwrenloiLs  peritonitis.  The  di-wovcry  of  the  primarj-  lesion 
will  suggest  the  diagnosis. 

Even  after  opening  the  alHtomirml  cavity  the  diajtnoais  may  be 
uncertain  and  require  a  microscopic  examination  uf  an  exci.ied 
portion. 
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U.  FELTZO  PERITONITIS. 

Definition.  Fart  or  all  of  ihe  pelvic  peritoneum  is  involved  in 
the  ihRammatory  process.  We  th<^refope  speak  of  diffu.<)e  and 
luiralized  peine  perItotiiti.s.  ^Vlien  Ux:alixe(I  vanou.s  tenths  are  em- 
ployed to  (It'si^nale  the  Ification  and  extent  of  the  lesion.  We 
speak  of  pcntiutritis  wlieii  the  peritoneal  covering  of  the  uterus  is 
involved;  of  pmsaipin^iJui  and  ;»m"m'onit»  when  involving  the 
peritoneal  coverings  of  the  tulie  and  ovary. 
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t)f  greater  clinical  impfjrtance  is  the  distinction  l>etween  n  generQl 
alxlumiual  and  jwlvic  peritonitis  ami  a  well-^KTinwl  i>elvic  peri- 
tonitis. A  pelvic  [K-ritonitis  may  lie  primary  or  Hecondary  to  a 
general  alxlomitial  peritonitis — a  fact  of  prime  importance  in  its 
bearing  upon  the  diaguosi.s  and  treatment. 

The  infection  Is  usually  conveyed  through  the  titcnis  ami  tidie.l 
ti>  the  peritoneum  immediately  surruunding  these  organs.    A  direct 
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invasion  from  the  uterus,  tuW-s,  recluin,  appendix  vemiifonnis,  or 
hlatldtT  occnra  with  less  frequency. 

It  is  possible  for  infection  to  be  conveyeJ  along  the  mucosft  of  the 
uterua  am)  tiilies  to  th«  peritoneum  without  causing  anatomical 
changes  in  the  litems  and  tubes,  or  such  changes  may  be  limited  to 
portions  of  the  mucosa. 

likewise,  the  lymphatic  channels  may  be  mere  carriers  of  infec- 
tion without  themselves  being  involved.  We  are,  therefore,  not 
ju.stificii  in  concluding  that  infection  has  not  passed  by  a  given 
route  because  tlierc  are  uu  anatouiicul  evidences  of  such  an  eveiiU 

Tia.  100 


Sociltjil  KFrli-un  of  tbft  uUimr  Id  bJiow  Ihe  maancr  in  which  the  i>«ril<>Druni  U  «ltA«'hed. 
A,  br"ly  i<r  ll»>  uicruii;  A',  antaritir  aurfaoa;  A",  iMHtatlar  nitfiic*:  JI,  iMr.k;  C,  i'*htm%i»; 
I,  cAviiy  ol  ibe  body:  3.  of  bMvrouni ;  8.  M  *Bt«rBUn:  4.  pMMrior  f«nix;  fi,  ftntcvkir  Up  ot 
oervU:  B.  uilcrior  vasiiMl  nmll:  7,  pMtarior  v«cIb*1  wtMi  8.  vMleauUriiw  wptiun;  tt.  watt 
of  lh»  bluliter:  10,  i>«rilonauiD;  II.  vnda>ut«riiui  pouch;  12,oul-<l»*Mcamaucl>a.    (T«MHt,^ 

Etiology.  All  that  has  been  said  of  the  etiology  of  endometritis 
will  apply  to  jwlvie  |KTitoiiitis,  iiia.srmich  as  the  infection  verj'  often 
primarily  attacks  the  endometrium.  Pelvic  peritonitis  has  its  .start- 
ing point  1<Lss  frequently  in  an  infection  of  the  bowel,  bladder,  vagina, 
or  general  pi'ritoneum.  Traumatisms  of  the  perineum,  cervix,  and 
vagina  incident  to  parturition  and  surgical  o[>erHt!oixs  may  0[)en  the 
way  for  infection,  which  is  conveyed  by  the  blmHlvessels  and  lym- 
phatics to  the  peritoaemn.  The  micro-organisms  chie6y  found  id 
the  infected  peritoneum  are  those  common  to  endometritis,  salpin- 
gitis, and  ovaritis — that  is,  the  .'Staphylococcus  pyogenes  albus, 
aureus,  and  citreus,  streptococcua  pyi>gt'neji,  goDocuccus,  colon 
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bacillus,  tubercle  bacillus,  Klebs-Loeffler  bacillus,  pncumococcus, 
Ivphoid  bacillus,  and  actinomycosis. 

We  speak  cltnicalh'  of  acute  and  cbronic  pelvic  peritonitis,  of 
peritonitic  exudates  and  adhesions. 

1.  Acute  peWic  pflritooitit  .shows  a  niarked  congestion  of  the 
MfKnlve.'i^el.s  or  a  diffuse  blush  of  the  peritoneal  surfaoe.  Clinically, 
this  stage  b  recognized  by  intense  pain  and  tenderness  in  the  pelvis, 
contraction  of  the  abdominal  muscles,  tympany,  vesical  and  rectal 
tenesmus,  and  painful  uicnstmation.  The  temperature  is  elevated; 
the  pulse  is  accelerated  in  proportion  to  the  degree  of  temperature 
and  general  Intoxication.  Vomiting  and  hiccoughing  are  often 
pre:»nt  in  advanced  cases,  and  the  patient  lies  with  ttoth  legs  flexed 
upon  the  thighs. 

Id  the  acute  stage  all  examinations  and  manipulations  should  be 
restricted  as  far  as  possible.  It  must  be  borne  in  mind  that  acute 
exacerbations  of  chronic  peritouitia  will  give  all  the  clinical  evi- 
dences of  a  priniarj'  acute  attack.  Upon  opening  the  alwlntncn, 
however,  evidences  will  l>e  found  of  previous  involvement-  Bnndl 
says  that  high  fever,  great  tenderness,  and  tympany  in  the  pcdvic 
regions  are  sure  signs  of  pelWc  peritonitis.  It  is  only  after  the 
acute  stage  has  subsided  that  a  bimanual  examination  will  make 
sure  that  the  pelvic  connective  tLisue  h  not  diseased  and  that  (he 
peritoneum  alone  h  afTeete<l.  As  a  rule,  the  early  symptoms  must 
be  relied  upon  in  making  the  diagnosis,  for  in  the  majority  of  cases 
no  palpable  exudations  take  place. 

2.  Ohronic  pelvic  peritonitis  u.sually  l»egins  as  an  acute  infection,, 
but  may  be  chronic  from  the  beginning.  Bandl  says:  "The  lesion 
can  be  diagnosed  in  girls  and  sterile  women  when,  during  the  men- 
strual period  or  at  any  other  time,  with  or  without  fever,  there 
exist  decp-seattKl  pain  in  the  pelvis  and  more  or  less  tenderness 
over  the  hnver  portion  of  the  alMlomcn.  If  the  symptoms  are  con- 
fined to  one  side,  as  Is  usually  the  case,  the  process  is  most  probably 
present  in  the  form  of  a  perisjdpingltis  and  perioophoritis."  In  the 
opinion  of  the  author,  it  is  not  possible  to  arrive  at  any  intelligent 
coMchision  from  the  above  data  as  to  the  existence  of  chronic  pelvic 
peritonitis.  Too  often  mistakes  are  made  by  relying  upon  the  com- 
plaints of  nervous  and  ignorant  [mtients.  A  phy^cal  exainlnution 
will  alone  serve  to  differentiate  the  many  possible  causes  of  such 
complaints  as  are  found  in  the  inflamniator}'  involvements,  the  dis- 
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plncements,  and  tlie  new-fonnatioiis  of  the  utf rua  and  sdaexn?.  Tlie 
iiriaiomifal  evid'piitT.s  of  cliRinie  jwlw  jwritonilis  hpc  iiiflammatorv 
exudates  and  adliesioii.s. 

PeritoDoal  exudates  follow  closely  upon  Ihe  initial  acute  stage. 
The  exudate  is  sertms,  seropunilent,  or  purulent,  and  may  be  found 
U»  ofciip)'  part  or  all  of  thir  ptrlvic  cavity.  Tlie  most  dependent 
l»>rti()n  of  the  peritoneal  cavity  is  tlie  cul-*le-sac  of  Doug)a.s,  and 
luto  it  llie  pentoiieat  exudate  naturally  gravitates.  It  is  possible 
for  siifli  an  t-vuilate  to  cause  a  Imlging  of  the  poHterior  vaginal 
fornix,  though  this  is  not  the  nile  unless  the  underlying  cellular 
lissiie  IK  involved.  In  a  va(ipnal  examination  an  exudate  in  the 
pouch  of  Douglas  is  sharply  outlined,  rouncle<l  below,  and  flat  on 
the  top.  When  too  alnitidaiil  tii  lie  wht)lly  contained  within  the  rul- 
de-sac,  the  exudate  spreads  out  upon  the  posterior  surface  of  the 
uterus,  may  extend  laterally,  and  has  lieen  kjiown  to  fill  the  entire 
inlet  of  the  [»etvis.  The  adherent  ami  oftentimes  distended  intestine 
gives  an  indefinite  oiiElinc  to  the  upper  l>order  of  the  exudate. 

The  consistency  of  the  exuilate  is  variable.  Fluctuation  may  lie 
marked,  or  the  exudate  may  appear  firm  by  virtue  of  the  surround- 
iiii;  in  flu  minatory  infiltration. 

In  exceptional  cases  the  exudate  is  located  at  the  side  or  in  front 
of  the  uterus.  It  is  difHcult  to  palpate  it  through  the  vagina  because 
of  the  lii^h  location.  Without  amesthesia  there  is  an  indcRtiite 
sense  of  resistance  at  the  seal  of  the  exudate.  Under  aniesthesia 
the  inflammatory  muss  may  be  fairly  outlined.  Where  a  fluid 
.exutlatc  Is  encapsulated  by  adhesions,  "adhesion  cysts,"  it  is  jiossible 
to  mistake  it  foi'  a  .saetosalpinx  or  ati  ovarian  c^-st. 

Peritoneftl  adheftlona  may  follow  a  .serous  or  pundent  exuiiate,  or 
may  tievelop  indepenilertt  of  a  fluid  exudate.  The  adhesions  may 
involve  any  part  or  all  of  the  pelvic  peritoneum.  They  manifest 
great  vanHliorw  in  development,  from  a  delicate  fibrillar  structure 
to  dense  bands.  They  an*  rnost  frei^uenlly  fotmd  alHiul  the  adnexic 
and  l)ehin<)  the  utenjs.  Much  le.«  frequently  they  are  found  in 
fntnt  iif  the  nteru.s,  for  the  reason  that  the  inflation  ctimnionly 
tra^xls  through  the  tulws  to  the  peritoneum,  and  it  is  unusual  for 
tlie  tubes  to  lie  in  front  of  the  uterus. 

(jonorrhnea  is  the  most  common  cause  of  adhc.<iion<),  and  next  in 
point  of  frequency  are  the  infections  folhiwing  latjur  and  abortion. 
As  a  result  of  the  adhesions  the  uterus  and  adnexa:  are  more  or  Iciu 
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Bxed,  and  their  position  i-s  altered  hy  contraction  of  the  adhesions. 
Wth  the  exception  of  pndapsus  and  inversion  of  the  uterus,  all 
sorts  of  malpositions  are  caused  bv  adhesions  about  tlic  uterus  awl 
its  Qppenda;^. 

The  clinical  diagnosis  rt»U  ii[K>n  the  physical  findings.  In  a 
conjoined  examination  the  ajUie-sions  ii«'  n-cogniMMl  a,s  cords  and 
bands,  rarely  aa  a  diffuse  thickening  surrounding  the  viscera  ol  the 
pelvic  and  uniting  their  peritoneal  .surfaces. 
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IVfilausal  atUtenon*  bind  lb*  ulcfu*  in  ratroiwahina. 


The  abnormal  fixity  of  the  organs  and  their  displacements  are 
Ku^;estive  of  the  prasenoe  of  adhcsioiu;.  Not  infrecjuenUy  siielt 
fixity  and  <]i.splacements  are  rrcngnixed  In  an  examination  without 
ana?atliesiii,  and  it  is  presumed  that  adhesions  exist,  though  they  are 
not  demonstrated  without  the  administration  of  an  amesthetic 

Where  dx»j)taceTnaiU  of  the  uttruji  and  adnexcr  triik  restricted  ran^ 
o/  motion  arf  ruminated  iritk  linidf'rtir:<:.i  mut  an  indefinite  aensr  of 
resistance  ai  the  side  of  or  behind  the  uterus,  an  ancMthiiic  thoidd 
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be  adminisfereH  to  determine  the  posfiltle  presence  of  adkeMioru  and 

exitdatrs. 

DiSerential  Diagnosis.  It  is  at  tinier  «xtKmel,v  diflicult  to  UifTer- 
cnliate  a  pelvir  peritonitis  from  a  hr/perir.i(kr-Hia  ptriionii  found  in 
wonit'ii  of  ncn-ous  teTiipcrainent.  Tlie  general  nen-oiis  stateof  the  in- 
dividual, theaksenceof  all  causesof  infection, an<l, finally, a  conjoined 
examination  under  anirsthesia  will  serve  to  establish  the  diagno:iLi. 

A  ratrofiexed  ^avid  utanu  iiiay  be  confoiin<led  with  a  peritonittc 
exudate.  The  fact  of  pregnancy  shoidd  lie  deterniine<I  by  the  nsiial 
signs.  Ill  (lie  first  trimester  the  cessation  of  menstruation  and 
natJ-sea  is  oec-a-sionally  simulated  by  like  eoniplaiiita  due  to  the  in- 
flammatory lesion  aljout  the  uterus  in  the  absence  of  pregnancy. 
Such  exudates  are.  most  often  found  in  multipara?  in  whom  the 
chanjtes  in  the  breast  arc  not  usually  well  marked  during  the  early 
months  of  pregnancy.  Of  greatest  importance  are  the  clmuge.'i  in 
size,  fonn,  consistency,  ami  the  rate  of  growlli  of  the  uterus,  .\n 
effort  to  replace  tlie  uterus  without  amesthesia,  or,  if  this  fails,  with 
anicsthesia,  will  determine  the  presence  or  absence  of  atjhesions. 

In  oxwptional  v&scs  a  uterus  fixed  by  adhesions  cannot  ht.  di.'itin- 
giilsheil  from  an  incan«mted  utenis  wiUiout  an  e.\plorator}'  incLsinn. 
This  is  particularly  Inie  where  atlhesious  bind  the  utenis  l(K>5ely  to 
such  movable  structures  as  the  bowel,  omentum,  and  bliuider. 

WTicre  the  uterus  is  fixed  and  tender  to  pressure  adhesions  are 
.susixrled,  even  tliuuph  they  cannot  I»e  felt  under  ana.'sthesia. 

A  retronterine  hsmatocsle  may  organize  into  peritoneal  mlheTdons 
in  the  ahsenee  of  infection.  The  history  and  physical  evidence  of 
ail  ectopic  pregnancy,  together  with  the  usual  signs  of  a  hn-matoma 
and  the  ab)*cnce  of  a  history  of  infection,  will  serve  lo  ditTereutJate 
this  ivudition  from  true  inflanimatory  peritonitic  ailhcsions. 

Tnb«rcnlott8  peritonitJa  with  encysted  fluid,  according  to  H.  Dure, 
is  difTerentialed  from  an  ovarian  cvst  bv  a  family  historv  of  tulier^ 
culosis,  signs  of  the  existence  of  other  tul>erculous  lesions,  a  Iiistory 
of  fretfuent  alxirtioas  or  of  the  death  of  several  children  fnim  tuber- 
culosis; general  symptoms  of  tulierculosis,  such  as  VtsA  of  weight, 
strength,  and  apj>etile,  evening  rise  of  temperature.,  night  sweats, 
pelvic  puius^  amenurrhora,  leucorrhira,  and  the  previous  occurrentp 
of  salpingo-oophoritis.  The  differential  diagnosLs  of  pelvic  inflam- 
matory exuilates  from  saclosalpinx  and  ovarian  cysts  is  referred 
to  in  the  chapters  on  Dueascs  of  the  Tubes  and  Ovaries. 
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THE    DIAGNl)SI8   OP    PARAMETfRlTia    (PELVIC  CELLULITIS). 


I.    AciTE    PARAMr-TniTIH. 

II.  Chronic  1'aramethitls. 

T^IE  IiKise  connective  tissue  of  the  pelvis  lies  immediately  beneath 
the  peritoneum.  It  surrouncls  the  supravaginal  portion  of  the  cer- 
vix, and  extends  laterally  twtween  the  layers  of  the  broad  ligament 
and  along  the  sides  of  lhe  pelvi.s.  There  is  hut  h  small  umoimt  of 
connective  tissue  in  front  of  the  uterus  l>ene*th  the  vesicouterine 
fold  of  peritoneum.  BehimI  the  uterus  and  l>eneath  the  uterorectiil 
fold  of  peritoneum  is  a  considerahle  amount  of  loose  eonneetive 
tissue  so  intimately  coimected  with  the  rectum,  cervix,  and  vagina 
that  it  fn-ipiently  iKtxmies  the  .seat  of  infection. 

A  knowlwlge  of  the  location,  loase  texture,  and  relation  of  the 
connective  tissue  to  the  neighhoring  structures  will  serve  as  u  basis 
fur  our  iinJcnstaudirig  of  jK-lvic  cellulitis. 

Definition.  Ov  panimetritis  is  mnint  an  in  (lam  [nation  of  the 
cellular  tissue  of  the  pelvis.  The  extent  of  the  lesion  varies,  ^^'hile 
sometimes  diffuse,  it  is  usually  localized.  According  to  the  location 
of  the  lesion  we  recofjniKe  paracysiitia,  when  the  limited  amount  of 
connective  tissue  alwut  the  Vm^e  of  the  bladder  is  involved;  /xim- 
pructiiis,  when  the  inflanituation  is  in  the  ceJIular  tissue  alxiut 
(he  rectum;  paravarjinUit,  when  it  is  aliout  the  vagina;  pftxtrrior 
parametritis,  when  in  tJiu  ciimieeiive  tissue  l)"ing  within  tlie 
utemsacrul  folds  and  lK>neath  the  floor  of  the  poneh  of  Douglas, 
and  lateral  paramftritit,  when  Iwtween  the  layers  of  the  broad 
ligimienl. 

Classification.     Freuml  classifies  parametritis  as  follows: 

I.  ActJTE  Infi^umation  ofthk  Pelvic  Connective  Tissirc 
WITH  on  wirrnJi'T  .Aaicfsw  Fohm.ktion. 

a.  Simple  phlegmon. 

b.  Septic  phlegmon. 
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11.  Chbonic  Inflammatios  ok  the  Pelvic  CoNNEcnvr 
Tissue. 

a.  Circumscribed  atropbic. 

b.  DifTiisc  Htrophic. 
The  causes  of  pelvic  cellulitis  are  Identical  with  those  of'pelvi?" 

peritunitis,  and  it  is  the  rule  that  these  lesions  rarely  exist  singly. 

I.  AOUTE  PARAKETRITIS. 

Tlie  initial  symptoms  are,  as  a  rule,  less  violent  than  in  acute 
pelvic  [>eritoniti».  This  is  purticiilarly  tnie  nf  Ihe  pain  and  tender- 
ness. The  effect  upon  the  pulse  and  temperature  may  be  equally 
aevere. 
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ContrKeliDn  of  llie  \eU  bruiul  li|t»m«Dt.  drawing  ibe  wicriu  fai  •  tcA  Ut«nl  po^tbn. 

Hand)  says:  ''If  a  day  or  two  after  an  attack  of  fever  am)  the 
apprarance  of  the  described  initial  symptoms  Ihe  uterus  is  found 
enlarged  transversely  in  the  region  where  the  broa<l  ligaments  leave 
it,  parametritis  certainly  exists,  and  it  is  hanlly  necessary  to  prove 
it  by  bimanual  examinallon.  If  after  fever  has  la'rted  for  several 
days  points  of  resistance  are  found  over  PoujMirt's  ligament  ci>pre- 
sponding  to  the  jwat  of  pain  and  tenderness;  or  if  swellings  have 
formed  above  or  extend  to  the  centre  of  Poupart's  ligament,  or 
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internally  t"  the  anterior  superior  spme  of  the  tllum,  the  convex 
bonier  of  wliich  is  readily  felt  or  even  seen;  or  if  l>y  finii  pressure 
on  the  abdominal  wall  (umort  correitimnding  to  the  lirtMu)  ligament 
are  found,  then  it  is  also  cfrtaiii  thai  the  process  involves  the  para- 
inctriiini.  If  still  douhlfnl,  the  liiagiiim-i  may  he  etinfiniieil  hy 
v;igiiial  examination,  which  in  most  cases  will  reveal  the  presence 
of  large  maases  at  the  xi(ie.s  of  the  ulerua,  extemling  anteriorly  or 
laterally  to  the  jx'Ivie  wall,  or  filling  one  side  of  the  pelvic  cavity, 
showing  L-lenrly  that  the  swellings  felt  tlimugh  the  ulHloitiiuul  wall 
are  masses  of  exudate  extending  Iwlow  the  peritoneum." 

In  many  castes  the  exuilate  canuot  be  felt  through  the  abdominal 
wall,  iHTansi-  it  lies  low  In  the  pelvis  and  is  only  to  be  palpated 
through  the  vagina.  ""  If  with  more  or  less  inflammatory  syni[|Jtr>ms 
masses  form  in  the  neighborhooij  of  the  cervix,  or  extend  to  the 
deeper  portions  of  the  pelvis,  Iwing  doughy  and  soft  at  the  Iwgin- 
ning,  but  rapidly  l»eeoming  harder,  or  if  large,  well-define*!  swi-lUngs 
form  in  the  true  pelvis,  in  front  of  or  iH-hind  the  uterus,  the  process 
can  \iG  none  other  than  phleginoimns  inflammation  of  the  cellular 
tissue." 

n.  CH1L0NIG  PAKAHETRITIS. 


Chronic  parametritis  is  diagnosed  from  the  position  and  consist- 
ency of  Ihe  exudate  and  il.s  n-lation  to  neighlioring  structures.  The 
hi.storj*  of  the  infection,  together  with  the  general  anri  local  sj-mp- 
toms,  can  no  more  than  suggest  the  probable  nature  of  the  lesion. 

Position  oj  the  JCxmlait:  The  exuviate  oectipies  the  position  of 
the  pelvic  connective  ti».fue  and  with  greatest  fre(|uency  in  localities 
where  the  connective  ti.ssue  is  uiost  abundant,  iiiiniely,  behind  the 
uterus  and  between  the  layers  of  the  bmad  ligaments.  In  either 
ca.se  the  exudate  lies  low  in  the  pelvis. 

When  involving  the  connective  tLssue  at  the  ba.se. of  the  broad 
ligaments  the  e:fudute  spreads  to  the  sides  of  the  pelvis.  Behind 
the  uterus  it  bulges  down  into  the  vagitm,  fonning  a  rounded,  tender 
swelling  in  the  posterior  cul-<le-.sac.  Wien  involving  the  crjimec- 
tive  tissue  at  the  sides  of  tlie  pelvis,  it  spreads  into  a  Hat  ma.'^s  wliieh 
may  or  may  not  connect  with  the  utcru.i  by  an  clongatwl  exudate 
within  the  bnjad  ligament. 

It  Ls  {Hissible  fur  the  exudate  to  dissect  in  front  and  ttchiml  in 
the  subperitoneal  connective  ti^ue  of  the  abdominal  wall.     It  13 

31 


48S 


SPECIAL  DIAGh'OSIS 


impossible  for  the  exudate  to  burrow  to  a  level  above  the  umbilicus, 
because  at  lliu  level  the  sul>}K>ritoneal  connective  tissue  disappears, 
nor  can  the  (liswction  go  beyond  the  median  line.  In  thiii  manner 
an  absce-ss  may  burrow,  there  Wing  a  greater  tendency  on  the  part 
of  purulent  rolleetions  lo  gravitate  to  a  liiwer  level  than  is  the  case 
with  non-suppurative  exudates.  The  abscess  is  6nally  discharged 
through  the  bladder,  vagina,  rectum,  abdomen,  or  through  one  of 
the  pelvic  foramina. 


i 


Tia.  IH 


m 


1^. 


^ih 


W. 


The  form  of  the  exudate  varies  acconling  to  itji  consistency  aad 
liwatiou.  The  exudate  moulds  itself  to  neighlK>ring  structures. 
Beneath  the  cul-de-sac  of  Douglas  it  is  somewhat  rounded  hecau.'te 
of  the  liiiiiteil  rcsLstancc  offered  by  the  surrounding  soft  structures. 
Between  the  rc-sisting  layers  of  the  broad  ligaments  the  exudate  is 
llatteiieil,  and  the  same  is  true  to  a  greater  degree  a1  the  sides  of 
the  j>elvis.  Ss  the  exudate  is  absorbed  its  form  clianges,  l>ecause 
tiiis  removal  proceeds  irregularly. 

MviiUUij  in  the  exudate  is  .scarcely  perceptible.  If  attached  by 
a  broad  base  to  an  immovalde  .structure  the  exudate  will  Ite  finrUy 
fixed.    A  small  exudate  within  the  broad  ligament  Diay  5bow  aome 
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degree  of  mobilitv,  but  as  a  rule  wc  speak  of  cellular  exudates  a.t 
fixi'^l  iiiiil  iiniiiovahle. 

The  rtmsiffimcy  is  nlso  3ii!)ject  to  great  variations,  depending  upon 
the  character  of  the  exudate,  whether  oedeniatous,  fibrinous,  or 
purulent.  At  one  time  it  is  soft  ami  fiurtuatinjb;,  and  again  it  i.s  a-s 
fimi  as  cartilage.  In  the  early  development  of  the  exudate  the  con- 
sisteney  is  elastic  and  yielding;  later  it  becomes  firm  from  organiza- 
tion and  contraction.  If  suppuration  ensues  there  will  be  a  boggy 
and  |K)ssibly  fluctiiatiiig  iniiss.  The  consistency  'u  best  detennincd 
by  rectal  and  vaginal  palpation. 

Tendrmess  to  prrnmire  is  characteristic  of  all  inflammatory  lesions, 
I^rj^  exudates  may  exist  with  little  tenderness,  but  the  tenderness 
is  a  reliable  guide  to  the  inflamniatorj'  character  of  the  mas.s. 

The  relatum  of  thr  exudate  to  neighhorimj  itrgam  is  most  impor- 
tant in  differentiating  from  new-formations  in  the  pelvis.  The 
exutlate  blends  inliuiutely  with  udjucent  ;iitructures  and  cannot  be 
outliiHi]  apart  fn>in  theni.  In  iiitraligaitientou.s  exudates  the  ma.<» 
lies  snugly  against  the  side  of  the  uterus,  sometimes  .surrounding 
the  supravaginal  portion  of  the  cervix,  but  never  extending  to  the 
fundu.s.  In  puravaginiiis  it  may  be  impossible  to  move  the  vaginal 
mucosn  fn>m  tlie  exudate.  In  paraproctitis  the  exmlate  may  bulge 
into  the  rectum,  narrowing  the  l>owel  and  so  intimately  blend  with 
the  wall  of  the  rfH-tum  tliat  it  moves  as  one  niass.  In  the  abwirption 
of  the  exufinie  the  peripherj-  i.s  first  to  disappear.  In  an  intraliga- 
mentous exu<late  the  mass  may  retreat  from  the  side  of  the  pelvis  and 
form  an  elongated  or  rounded  .swelling  firmly  adherent  to  the  utenw. 

Differential  Diagnosis.  The  distinction  between  a  perimetric 
and  a  paraniftric  exudate  is  at  »ll  limes  ditfieull.  Certain  well- 
deHnetl  points  of  ilislinction  serve  to  differentiate  the  two  lesions, 
but  it  is  to  tie  remembered  that  they  commonly  coexist. 


P«BAMBTama. 

U.  Vtun  itiar  ucil  bo  ereat,  Mvd  U  dull  •ad 
cuotiouiiu*. 

3,  Cxudit*    cniii[iK>nly  M   cb*   idd«  nt   ibn 

iiiorw,  Qww  «»t«n<Uni  to  Ih*  funduii. 

4,  rixutlatii  111  Una  emwiataticy;  tsndmf )r  to 

■uppura[l«B. 
A.  I'uttu  tHirtiftlly  Hxc<l. 
6-  Tyini^niias  utuall)'  Bbient. 
7.  Fmd>t  «xpr««i4on  tamy  bu  natunU. 

5,  Nnuir*  and  vamiltitfc  bnl  comnoit. 
9.  nwUfDuix). 


Pvuna  PmiTOKTTta. 

1.  Uta  hiidi  in  ihe  pelvi*. 

2.  I'ftin  unukUy  mare  inl«ON.  abvp,  liuidli- 

ACins  and  pwtnjrun&I. 

3.  Exnd*!*   oomniunly    beliind    ihe    talvrMa, 

oftttn  nt«Rdins  lo  tbe  fuodua. 

4.  Cominanly  tese  Rrtii;  no  craat  tendency  to 

a.  t'leru*  ro«y  be  firmly  KxwL 
Ul  TympKniles  Ufrually  pmeaL. 

7.  Kacial  (■ii)>Tra«ii.>ii  ■niliniii. 

8.  Nkusca  and  vomiiinff  prvMDt. 

9.  Balb  Um»  (l«i>xl, 
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HirraocTTKMn  PAKAiiimitTDL 
1.  Outline  ftiui»il(<d  below  aiui  ihariily  eilr- 

eiuaac«itMd. 
S.  Exudate  canii'ft  vxlenil  (u  fuitdu*. 
1.  Uwnu  UAy  ki#  onnviltvl  fi>rwnnl:  ii«ii&lly 

only  lb«  oervlx  1*  tniwi\f-i  {0TW*r,\ . 
4.  Reel uiD  firmly  uiiJ  dunely  lurrtmiMltil  by 

fixuf]*!*  in  front  Mid  at  ih*  alilo. 
&  Muooift  of  raoium  doM  not  m«Tii  upon  tlM 

nxudalv. 


1.  OuiUii«  dilluw.  Dot  (baxpty  vUttMUOfllMil- 

2.  Kxuilata  may  extand  abnvn  fiuuloa. 

3.  1ji«ma  nwiy  b«  rrowdvd  forward  by  tba  ex* 

iidat«  ordrkira  backward  l>v  adhe^MM 

4.  Haclum  cmwdad  backward  by  ezudal*. 

&  H  oaoM  mavM  iDdepeadcatly  of  Iba  w. 
9.  Umially  not  datiwMid. 


A  p&ratyphlltlc  exudate  is  not  infrer|uent1y  confounded  with  an 
intraligamcntnu-s  pammeiritus.  It  is  possible  for  a  parat\'phUtic 
pxiidatc  to  Kurrow  between  the  layers  of  the  broad  ligament  to  the 
iiide  of  the  uterus. 


PumtTT^nLnui. 
1.  Initial  aymiitcrma:  tikUNk,  vonitbw,  too- 

Btiiiatiuu.   f«v«r.  (lain   U   MeBoriMy'i 

I  J' Jim 
3.  T«>i]<l>>iirv  <4  a  paniDCtrto  abaooM  b  to 

ruiilure  inta  the  boirel  «Bd  perilotuMJ 

cavity. 

3.  Tendency  U>  t«ctli*«M«. 

4.  ExudaU  Ues  liliti  a&  tba  rtatht  dda  and 

■piiwul*  Trrun  above  downvanl. 


PutjUirTvma. 

1.  Initial  Rymiiliyin*:  r«*«T,  eofMipMlna. 
pdn  low  in  Lh«  irairi*  at  Um  ride  «l  lb* 
tiUnw,  rmraly  nauiwa  and  voBiiiiu. 

i.  Ultle  l«mlency  la  nipiure  btt4  the  bnvr*! 
aod  paritoMkl  MVlur. 

9.  Tandeiwy  In  reaurrenoe  not  m  freal. 
4.  Exudate  Uo*  low  !b  the  p«(\rli  and  tfynmtia 
fmni  belaw  upward- 


A  pelvic  tuematonu  may  so  closely  re.<tenihle  a  parametrir  exudate 
as  to  be  iiidistiii^iiishuble  without  an  exploratt>ry  inci^tion  or  punc- 
ture. Both  lesions  are  confined  to  the  cellular  tissue  of  the  pelvis, 
and  in  genera!  contour,  sikc,  and  consistency  they  may  be  <^|iiite 
similar.  The  following  tabulated  polntjs  will  usually  serve  to  difTcr- 
entiate  the  two: 


PKLYIC  HJtHATOKA. 

1.  Davriop*  ■uddenly. 

1.  Hbtorr  of  ocmpic  prautnaticr- 

a.  Oneet  iiiiukMl  by  normal  or  (ubnonnal 

tempera!  urt*  and  mind,  fcchic  pulse. 
4.  £xu<1d1«  uiuallj-   b«nd«  ibe   u1?ru>  and 

cirRumar.ribcil. 
&  I^zudato  at  flfil  dougby.  later  Enn.  nerar 

mxhr  iinlw  iittect«d. 
0.  Ex^oratoiy  punatnra,  Mood. 


pAXAMmuTW. 
1.  DvreliN*  tnorv  sradually. 
S.  AbMftt. 

3.  Obmc  marked  by  rUt  oT  UniMraiw*  and 

iDcreajn.ll  i>ul>v  rale. 

4.  Exudate  bmide  c«  IwMnd  th*  ai»ntm  uul 

leee  draunicribed. 
B.  Kxudate  firawr  and  l«ad«r. 

5.  Expioralorr  pwwtwt— Nfuoa,    pw,  or 

naval  iva. 


Rnhserons  flbroida  may  be  confoiimled  with  a  pHrainetric  exudafr! 
\Mieii  tilt'  exudate  is  rtiund  and  attache*!  by  n  broad  tiasc  to  ilw^ 
uterus  and  not  csj>efially  tender  to  pressure,  the  diai^nosis  is  diffi- 
cult, and  mav  not  1)C  clcarc*!  up  without  an  explonitory  incision. 
The  difficulty  of  diagnosis  is  especially  great  in  intraligamentous 
fibroids.    Th*  more  movable  the  mass  the  more  likely  it  is  tu  b*> « 
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fibroid.  In  a  cellular  exudate  there  is  a  history  of  infection  and 
the  mass  grows  rapidly.  In  fibroids  there  is  no  history  of  infection, 
and  the  growth  develops  slowly.  The  depth  of  the  uterine  cavity 
is  increased  in  case  of  fibroids  beyond  that  found  in  parametritis. 
The  effects  of  treatment  will  aid  in  the  diagno^s;  in  parametritis 
the  mass  should  diminish  under  treatment,  while  in  fibroids  little 
or  no  effect  will  be  observed. 

MiJignant  diseuei  of  the  pelvis,  involving  the  parametrium,  may 
arise  from  a  primary  focus  in  any  of  the  pelvic  viscera.  There  is 
absence  of  a  history  of  infection,  no  acute  onset  being  experienced, 
and  there  are  present  the  general  symptoms  of  malignancy  rather 
than  of  infection.  The  primary  seat  of  malignancy  can  usually  be 
determined,  and  the  hard,  irregular  character  of  the  infiltrated  area 
will  serve  to  indicate  the  condition. 

Parametritib.  Psoas  AascEas. 

1.  Usumlly  of  Bcut«  origin.  1.  UfiiuJly  of  chronic  oriciQ. 

2.  Abnnce  of  npondylitia.  2.  Spondylitis  preaent. 

3.  Exudate  t«iid«r  to  preuura.  3.  Exudate  not  teDder  to  pressure. 

4.  Fluctuation  may  be  abnnt;  indumtiou        4.  Fluctuation  only  occoaonali  no  hard  exu- 

about  abocees  alwaya  present.  dat«  about  abscess. 

fi.  Thigb  flexed,  not  rotated.  5.  Thigh  flexed  and  rotated  inward. 

6.  TemperatuTe  may  be  high.  6.  Tempervture  absent  or  slight  rise,  eap«- 

cially  in  the  morning. 

7.  Kxploratory  puncture  abomi  absence  of        7.  PreaeDoe  of  same. 

tuberculous  exudate  and  tubercle  bacillL 

8.  Tuberculin  gives  no  reaction.  8.  Tuberculin  usually  give*  a  reaetion. 


PART  III. 

THE  DIAGNOSIS  OF  THE  DISEASES  OF 
THE  URINARY  SYSTEM. 


CHAPTER    XXXIV. 

THE  DIAGNOSIS   OF  DISEASES   OF  THE   UBETHBA   AND 

BLADDER. 

Anatomy  and  Phtsiologt. 
Methods  of  Examination. 

Urethroscopy. 

Cystoscopy. 
Malformations  and  Diseases  of  the  Urethra. 
Diseases  of  the  Bladder. 

1.  Developmental  Deformities. 

2    Malpositions  and  Malformations. 

3.  Foreign  Bodies. 

4.  Vesical  FistuUe. 

5.  Cystitis. 

6.  New-formations. 

WiNCKEL,  in  bis  monograph  on  Diseases  of  the  Female  Urethra 
and  Bladder,  has  pointed  out  that  much  that  \a  now  known 
of  the  diseases  of  the  urethra  and  bladder  was  known  hundreds 
and  thousands  of  years  ago,  and,  having  been  forgotten,  wais 
rediscovered  by  late  observers.  The  Cnidian  school  possessed  a 
fairly  accurate  knowledge  of  diseases  of  the  bladder,  as  did  the 
Indians  100  B.C.  -^tius  (502-575  B.C.)  described  ulcerative  affec- 
tions of  the  bladder,  and  Paul  of  .lEgina  (670  a.d.)  treated  diseases 
of  the  bladder  by  means  of  injections  through  a  catheter.  In  the 
nineteenth  century  Simon  advised  a  series  of  conical  specula  with 
obturators,  by  which  the  urethra  could  be  dilated  to  the  extreme 
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degree,  permidiiig  a  digital  exuiuinaliuii  of  (Ik;  hiailcler.  From  that 
time  to  tilt!  presetil  metlimLs  iif  exainining  tiic  urinarj-  tract  liavc 
been  rapidly  intrtMlnoetl  and  perfected.  We  are  especially  indebted 
to  Max  Nitze,  K.  I'awlik,  M.  Siingcr.  and  Howanl  Kelly,  whose 
contrihutlons  to  this  department  of  the  diseases  of  women  rank 
with  the  most  important  of  the  post  renltiry. 

THE  AMATOMT  AND  PHTSIOLOGT  07  THE  URETHRA  AKD 

BLADDER. 

Urethra.  The  average  length  of  the  female  urethra  iji  one  to 
one  and  a  half  inches.  It  runs  from  Wlnw  upward  and  hackwanl 
in  a  straight  or  slightly  curved  line,  and  its  anterior  extrt-raity  Ites 
ahout  four-tenths  of  an  Ineh  Ih-Iow  the  symphysis. 

The  wall  of  the  urethra  is  alwut  one-fifth  of  an  inch  thick,  and 
possesses  an  unusual  amount  of  elastic  fibre,  which  pennito  a  great 
degree  of  stretching.  The  epithelium  in  the  lower  segment  of  the 
urethra  resembles  the  ^trutilied  epilhelium  of  the  vugiiiu,  while  that 
of  the  upjKT  segment  i.s  like  that  of  the  bladder. 

Near  llie  e.stenial  urethnd  orifice  Skene  found  two  lacune  which 
he  reganled  as  glands.  They  are  known  an  Skene's  ducts.  Their 
orifices,  which  open  into  the  urethral  canal,  are  atmul  one-twentieth 
of  an  inch  in  diameter.  The  ducts  are  about  one-ijiiarter  of  an 
inch  long  and  run  upward  along  the  wall  of  the  urethra-  A  fine 
probe  c^n  Iw  insi-rti-d  inlo  them  for  al)out  one  inch. 

Numerous  smaller  lacuna*  lie  along  the  course  of  the  urethra. 
Tlie.se  are  Hncil  with  transitional  epithelium,  the  lowermost  lieing 
a  single  layer  ()f  cylindrical  epithelium.  Higlier  up  it  liecomra 
stratified  cyliiulricul.  and  near  their  moutli  it  Ih-conics  flat  |>avemeat. 
In  addition  to  these  lacunie  there  are  numerous  small  mucous  glands 
opening  into  the  canal.  Beneath  the  mucosa  is  the  submucosa  com- 
posetl  of  au  ela.stic  nelwork.  and  external  to  this  is  the  mu.scuUr 
wall  composed  of  longitudinal  and  cimdar  muscular  fibres. 

The  external  orifice  of  the  urethra  is  a  vertical  oval  opening 
one-fifth  of  an  inch  long,  while  the  iTiternal  orifice  is  a  mere  slit. 

BUtdder.  The  empty  female  bladiler  liev  in  the  ine«.lian  line 
behind  the  pubut  ami  in  fnmt  of  tlie  vagina.  \Mien  the  fundus  is 
distende<I  it  inclines  slightly  to  the  right  side  and  may  reach  to 
the  level  of  the  umbilicus.     The  average  capacity  is  4(X)  grams, 
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wlileh  is  .<ioiiicwiiat  less  than  that  of  the  male  ))lB(J(ler.  The  niini- 
miini  (iLpacity  is  20  to  30  grams,  and  the  maximum  .X120  gramx 
(Fritsch).  The  l»la«ider  wall  coiisLsts  of  thrtt;  layers — peritoneal, 
tnu^eiilar,  atxl  iniu-ous. 

1.  The  peritoneum  eovcrs  the  fumlus  of  the  IJadder  and  is  re- 
fleflwl  tu  thi-  aiileriur  surface  of  the  liody  of  tlie  utcnis  and  to  the 
anlerior  aljdominal  wall.  It  Is  loosely  adherent  to  the  musciilarls. 
When  the  bladder  is  greatly  disteiide«J  the  ]>eritoiitMiin  is  so  drawn 
upwani  thai  a  hand's  hrradth  of  the  blndtjer  not  covered  with  peri- 
toneum presents  alwve  the  puljts — a  fact  to  be  remembered  in 
suprapubic-  operations  on  the  l)lud<ler. 

2.  The  middle  layer  eon.si.sLs  nf  unstripcd  muscular  fibres  arranged 
in  three  suljjiiyers.  namely,  un  external  layer  of  longitudinal  fibres, 
a  middle  layer  of  oblique  and  transverse  fibres,  and  an  internal 
layer  of  lonjifitudiiml  fibres. 

3.  The  internal  layer — nuieosa — is  eompnsoil  of  fieveral  layers 
of  traiisitioiiHl  epitheliinn  resting  u[m)ii  h  loo'ii'  cotmertive  tissue 
base.  I*'olds  or  ruga*  are  found  over  the  entire  inner  surface  of  the 
bladder,  with  the  exception  of  the  trigone  and  openings.  These 
are  due  to  laxity  of  the  niucosn.  In  the  trigone  the  mucosa  closely 
adheres  to  the  suhmucosa,  nnd  therefore  no  folds  are  to  lie  seen. 
Small  acinous  glands  which  secrete  muciLs  are  distributed  in  the 
mucou.s  membrane  of  the  fundus  and  alwrnt  the  internal  sphincter. 

The  bladder  is  rich  iti  bloodvessels.  A  thick,  capillary  network 
runs  beneath  the  superficial  epithelium  of  the  mucous  membrane. 
The  vertex  is  not  so  richly  supplied  with  bloorlvessels  as  the  deeper 
par(£.  The  arlerieji  supplying  tlie  bladder  are  the  vesiwilaris 
.■nipcrinr  and  inferior  bninrhrs  nf  the  iirteria  h\'pf>gastrica.  The 
veins  empty  into  the  plexus  pudenila  vesicularis. 

The  ner%'e  supply  comes  from  the  plexicus  hypoga-slrirus  inferior 
of  the  sympathetic  system  and  from  the  third  and  fourlli  sacral 
nerves. 

The  bladder  has  three  openings:  the  internal  orifice  of  the  urethra 
and  the  two  orifices  of  the  ureters,  which  lie  one  and  one-half  inches 
above  and  to  either  side  of  the  urethral  opening.  The  iirrtera! 
ojjenings  are  separated  alxiut  one  inch  and  are  connected  by  a 
prominent  fold  of  the  mucous  membrane  known  as  the  ligamentuin 
uretericum.  The  three  openings  form  the  angles  of  a  triangle 
known  as  the  trigone.    Alxive  the  trigone  on  the  jiosterior  wall  of 
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the  bladder  ia  Ihe  has  fnnd,  aiul  all  the  I>lad<ler  Ijing  above  the  level 
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of  the  ureteral  opeiiiii|f8  is  kuown 

which  will  he  .spoken  of  as  the  aphiiicter  ve.sirie  pnilwihly  consists  of 

the  folds  of  mucous  membrane  at  the  internal  orifice  of  the  nrelhnu 

Physiology  of  the  Bladder.  The  ureters  and  blad<ier  possess 
peristaltic  moveincnt-s  by  which  the  urine  is  forced  through  the 
ureters  intr>  the  bladder  and  from  the  blaihler  past  the  apliincter 
internus.  These  systolic  and  diastolic  movements  of  the  hiailder 
have  an  important  clinical  bearing  in  that  rest  cannot  be  given  to 
the  inHameil  bladder  without  artificial  drainage.  'Hie  anterior  wall 
of  the  empty  bladder  lies  upon  the  posterior  wall.  When  the  urine 
enters  the  bladder  it  first  gravitate-s  to  the  side  pockets  and  gradually 
elevates  the  anterior  wall.  IJefore  the  liladder  is  distended  the  walla 
are  lax  and  flat;  iiftcr  disleiitioii  they  become  tense  and  ronndetl. 

Topogpraphy  of  the  Bladder.  By  tlie  present  perfecteil  methods 
of  examination  it  is  possible  to  bring  into  view  and  to  directly 
treat  all  lesions  of  any  portion  of  the  bladder;  hence  the  nece.-wity 
of  exact  means  of  describing  tlic  Ideation  and  extent  of  these  lesions. 
The  following  .scheme  of  divisions  and  sub4li\'isions  of  the  interior 
of  the  bladder  is  propoaecJ  by  IlowanJ  KpIIv: 

1.  The  natural  landmarks  wilhiti  the  blatJiler. 

2.  The  relation  of  the  bladder  to  surrounding  structures. 

3.  An  artificial  division  into  hemispheres  and  <]Utttlrants. 

I.  The  Natural  LondmarkB  in  the  Blsddor.  (a)  Tiik  intkhnal 
OHlFiCK  ov  THE  UKrruiLV  marks  the  junction  of  the  urethra  and 
bladder. 

(b)  TriE  iTRETKRAt  ORIFICES  arc  to  be  regarded  &s  the  most  im- 
portant of  the  laiidinarks  of  the  bltulder.  The  orifices  lie  at  the 
top  or  to  one  side  of  the  so-called  ureteral  prominences,  which  are 
truncate  cones  3x3  mm. 

(c)  L'RtrrKR.^L  FOLDS  is  a  name  given  by  Kelly  to  designate 
rouiidv<l  elevations  ^onietimes  seen  in  the  mucosa  stretching  back- 
ward and  oulwani  from  each  ureteral  opening  toward  the  pelvic 
walls  and  for  a  distance  of  about  three-<|uarters  of  an  inch.  They 
are  rrganleil  by  Kelly  as  the  terminal  ends  of  the  ureters  as  they 
pass  through  the  bladder  waits. 

{d)  TuK  TRioo^'K  is  a  triangular  area  at  the  ba.se  of  (he  bladder, 
having  angles  formed  by  the  internal  urethra)  and  the  two  ureteral 
openings;  the  sides  connecting  these  openings  bound  the  trigone 
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and  are  about  one  inch  long  at  th«  base  an<]  threfxjuartcn  of  an 
int'li  long  at  either  side.  Man_v  of  the  lesions  of  the  bladder  are 
confinefi  to  this  area. 

(e)  The  intkklhbtebic  liuamrnt  connects  the  ureteral  emi- 
nences anil  is  seen  a.^  a  line  sometimes  elevate*]  ami  separating'  llie 
smnotli,  di-f|)er  ciilored  surface  of  the  trigone  from  the  paler  surface 
of  the  bladder. 

(/)  Kelly  calk  attention  to  the  important  poinU  relating  to  the 
FIXED  AND  Mov.^Bu:  PORTIONS  OF  THE  BLADDER.  Ad  the  bladder 
is  emptied  the  upj>cr  and  more  movable  portions  s<;itle  down  into 
the  lower  and  more  fixed  portions  like  one  saucer  within  another. 

I'la.  IM 


/ 


GxpmiriMi  of  pua  fmin  Itia  duoU  at  Bltcne's  (landa.     (KMy.t 


He  olwer\"cs  that  the  location  of  inflammatory  lesions  is  determined 
somewhat  by  the  movable  and  Hxetl  areas.  Viewing  the  interior  of 
liie  bladder  with  a  cystoscope,  the  respiratory  movements  define  the 
movable  area  as  contrasted  with  the  6xed  portion. 

The  eilgius  where  the  two  .saiitxTS  meet  form  three  foldt,  a  pos- 
terior and  two  lateral  folds.  The  apices  formed  by  the  meeting  of 
these  folds  are  known  as  the  rie/lit  and  /'-/f  Vfiu-al  ci>mua. 

2.  Kelatioiu  of  the  Bladder  to  SarronDdiSig  Stmctures.  'ITic  trigone 
lies  in  clr>se  proximity  to  tht;  anterior  vaginal  wall.  Above  this  the 
IwJie  of  the  blathler  Is  in  direct  apfHwitinn  to  the  supravaginal  por- 
tion of  the  cervix.    The  upper  half  of  the  bladder  is  looselv  covered 
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with  peritoneum.    Tlie  above  relations  arc  iin[iortant  in  operative 
procwiiire.s  iifKiu  thf  lilaildcP  ami  siirnniiHlinti  stnirliircs. 

3.  Artificial  Division  of  the  Bladder  into  Hemispberes  and  Quad- 
rants. The  iJistended  bladder  may  lie  reganlwl  a-s  a  .sphere  divided 
into  right  and  left  hemispheres,  nie  intersection  of  sagiltal  and 
horizoalal  planeis  further  divi<le?>  the  bladder  into  quad  ran  ts—tbe 
right  iipfHT  and  h>wer  (juadrauts  and  tlie  left  upper  and  lower 
quadrants. 


lOETHODS  07  EXAMIKIKO  THE  TTItETHRA  AND  BLADDER. 

Percussion. 
Paltation. 

('atheter  and  Sou!Ji>. 
iNSi'iiCTiON  (speeularj. 

UmSALTBIS. 

1.  PdrciUSion.  By  percussion  a  bladder  distended  with  fluitl 
may  be  oiirliiu-d.  The  area  of  dulness  may  extend  to  the  umbiliciLS. 
The  more  distended  the  bladder  the  more  conical  the  shape.  A 
bladder  distended  with  air  (^ves  a  high-pitched  tympanitic  note. 

2.  Palpation.  By  palpation  many  of  the  lesion.s  of  the  itretbra 
and  bUiddtr  are  ilctei'ted. 

{a)  The  urethra  is  directly  palpated  along  the  me<lian  line  of  the 
anterior  vaginal  wall.  In  uretliriti^^  palpation  will  be  painful  in 
proportion  to  the  Intcn^^ity  and  extent  of  the  inflamtnation;  the 
urethra  may  be  felt  as  a  firm  cord. 

Fifwures  and  carunclea  at  the  urethral  orifice  are  exquisitely  sen- 
sitive to  prex>*ure. 

By  previously  dilating  the  un-tlira  with  bougieS  it  is  possible  to 
insert  the  finger  through  the  urethra  into  the  bladder  for  the  pur- 
ptwe  of  detecting  irregularities  and  foreign  growths. 

(6)  ITic  bhulder  when  empty  is  seldom  rccogniKed  in  a  bimanual 
examination.  In  cystitis  tenderness  and  pain  aw  proportionate  to 
the  intensity  and  extent  of  the  le.sion.  In  chronic  cystitis,  and  por- 
ticularlv  in  luU-rcnUins  cystitis,  the  thickened  bladder  wall  may  be 
distinctly  |)ali>atwJ  through  the  vagina.  Stone  may  sometimes  be 
palpated  and  outlined  in  an  abdomina\'aginal  escaminntion. 

Kelly  recommends  placing  the  patient  in  the  kne«-c:he»l  po&ition 
and  letting  the  air  di.ttend  the  vagina,  when  Uie  fingers  of  both 
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hafuls  can  be  brought  clo»e  together  and  the  entire  bladder  be 
distinctly  outlined. 

\MiiIc  possible  to  palpate  a  portion  of  the  interior  of  the  bladder 
through  the  dilaletl  urethra,  such  a  procedure  is  no  lunger  to  Ih; 
rerommended  in  view  of  the  more  efficient  and  less  objectionable 
uethod  of  direct  inspection. 

Fio.  ISA 


,I1m  tluokoitd  bUdder  U  ftagund  tiec<i»«ii  (h»  liu]«x  and  middl*  flikcer  of  ih«  Ml  kand 
In  U»  vwpMi.  Ktid  llic  Gtuwra  at  Ibc  richl  bMid  over  tke  abdomMt. 


3.  By  Catheter  and  Sound.  My  the  use  of  the  catheter  the 
urine  ia  evacuated  from  the  bladder  and  can  be  examined  free  of 
fxin tarn i nation  with  pnxlui'Ls  of  the  uretlira  and  vagina.  By  the 
catheter  forn-ign  bodies,  stricture,  and  fistula*  are  sometimes  detected 
in  the  urethra  and  blatlder.  The  .sound  is  a  more  efficient  instru- 
ment for  the  ilctectinn  of  .siK-h  fonditintw. 

4.  Inspection.  Inspection  of  the  urethra  and  bladder  has  been 
maile  possible  liy  the  contributions  of  Nitze,  Cas|)er,  PawHk,  Skene, 
Simon,  Kelly,  aiid  others.  In  almost  all  diseases  of  the  urethra 
and  blatlder  it  is  de^rable  to  make  an  exact  diagnosis  by  direct 
inspection. 
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The  lesions  invoKing  the  urethral  orifice  can  be  reco(^iii/*<i  \>y 
liircrt  ofiilar  iri3[>entinn.  Pu.s  seen  to  (ww  fnjin  ihe  urethra  is, 
with  few  exceplioiis,  recognize*!  as  of  gonorrhrral  origin.  The 
orifices  of  Skene  can  be  directly  inspected  by  sepaniting  the  lips 
with  the  finKcrs.  By  separating  the  labia  and  introducing  a  specu- 
lum direct  inspection  will  <lisclose  a  vesicovaginal  Ustula, 
vesicocele,  and  tumors  of  the  base  of  the  bladder  and 
urethra  growing  into  the  vagina. 

Urethroscopy.  An  endoscfi[>c  i.s  introduce*!  the  entire 
length  of  the  urethra.  Light  is  reflected  by  a  head  mirror 
into  the  urethra  as  the  instrument  i.i  withdrawn.  The 
mucosa  collapses  alxiut  the  end  of  the  urethroscope,  form- 
ing a  Hat  funnel  whieli  can  be  dimrtly  inspected.  By 
virtue  of  the  compression  the  mucosa  is  unnaturally  pale. 
PoIyp.s,  new-growlhs,  foreign  btKlies.  ulcers,  and  inflamed 
surfaci's  are  thus  brought  into  the  field  of  vision  and  are 
made  accessible  to  direct  treatment. 

Cystoscopy.  Two  methods  of  inspecting  the  interior 
of  the  Ijladder  will  Ix-  describwl — the  Kdly-Pawlik  and 
the-  Nitze.  There  are  numerous  modifications  of  these  methods, 
all  worthy  of  consideration  were  there  space  to  devote  to  them. 

The  Sitze  cynlasrope  is  not  in  general  use  in  the  I'nited  Slates, 
preference  being  given  to  the  direct  method  of  Kelly  and  I*awlik. 
On  the  Cuiitiiicnt  the  Nitze  and  various  modiHc»tion.s,  .sucli  us 
Casper's,  are  quite  grncrally  u,scd.  Kach  has  iti  merits,  and  U 
deserving  of  full  consideration. 

The  following  are  the  advantages  of  the  Nitw  cystoscope  as  com- 
pared with  the  Kelly-Pawlik: 

1.  A  general  anirsthetic  is  seldom  required. 

2.  The  htholomy  position  is  used  to  the  best  advantage. 

3.  The  l)ladder  is  more  completely  dilated  with  water  than 
with  air. 

4.  The  urethra  is  not  widely  dilated,  hence  incoutinence  of  urine 
seldom  occurs. 

5.  No  u«»iiitar)cc  is  required  in  making  the  examination. 

6.  T^ess  skill  and  a  .shorter  Uine  arc  rcipiircd  id  making  the 
examination. 

Technique.  Four  conditions  are  prerequisite  to  itie  use  of  the 
Nitze  cy.stoscupe: 
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2.  A  capacity  sufficient  to  retain  at  least  100  c.c.  of  fluid. 

3.  Power  on  tlie  purl  of  the  spliincter  vesica'  to  retain  the  fluid.! 

4.  TmnspnrcEit  fluid. 

1.  PermeabiUt;.    It  is  <^s.srntinl  i1iHt  the  cystosoope  should  pass 
intcj   the   hhulder  without   meeting  iiiiusunl   re.sist»nce:    otherwise 
the  pressure  on  the  mucus  glanils  mnv  smear  the  lamp  with  mucous 
secretion  ami  thereby  obscure  the  held  uf  vision.    Wiere  an  obstruc-j 
tion  exisl.s  in  ihc  urethra  it  nuist  he  renioveil  Ivefore  (he  cystoHcope ' 
Ls  introiluccd.     Strictures  ami  foreign  grfjwths  of  the  urethra  are 
uncommon  in  women.     Spa.smo<]ic  coulrarlions  of  the  ttphindrr  \ 
vesica?  may  obstruct  the  passage  of  the  cy.sto.vopc,  but  this  may 
be  overcfune  by  slow,  ctuitinufius  pressure  am]  by  an  aniealhetic. 

2.  O&paeity  of  the  Bladder.  The  \is\\n\  amount  of  fluid  injected 
into  the  bladder  preparatory'  to  making  a  cystoscopic  exuiiiinatjim 
is  2iH)  c.c.  A  capacity  ot  Ics.s  than  HM)  c.c.  prei-hidcs  the  examina- 
tion, because  of  imperfect  distention  of  tlie  bladder  and  the  tianger 
of  overheating  the  mucous  memltrane.  If  irritability  of  the  urethra 
and  bladder  does  not  permit  the  retention  of  a  .sufficient  amount 
of  fluid  with  which  to  distend  the  bladder,  it  may  l>e  possible  to 
overcome  the  irritability  liy  tlie  application  of  a  2  ]>er  cent,  solution 
of  cocaine  to  llie  sphincter  vesica.'.  lujwtiou  of  the  solution  into 
the  bladder  is  not  regarded  &s  a  .'^afe  procohire.  Where  this  will 
not  overcome  the  irritability,  rest  must  be  enjoined  until  it  has  suIh 
.si<led.  In  the  ab.sence  of  cystiti.^  the  irritability  reiuiily  react.s  to 
the  Influence  of  cocaine  applied  to  the  urethra. 

Several  fatal  cases  of  cocaine  jmi-ioning  have  resulteil  from  injec- 
tion of  the  solution  into  tlie  Madder. 

If  the  indication  for  a  cytstoscopic  examination  is  ui^nt  in  the 
presence  of  an  irritable  bla«liler  and  urethra,  a  general  anir.ithetic 
may  be  given. 

The  female  bladder  will  not  distend  so  evenly  as  will  the  male 
bUdder,  because  of  the  union  of  the  p«wlerior  wall  with  the  cer\-ix 
and  vagina,  and  Ixt^'ause  of  the  encniachment  uf  the  uterus,  adhe- 
sions, pelvic  tiimors,  and  other  swellings  upon  the  bla<lder. 

3.  Xote^ty  of  the  Sphincter  Vesics.  If  for  any  rca.son  the  bladder 
will  not  retain  the  urine,  the  Xit7*  cystowopc  should  be  d!.scan]ed 
in  favor  of  the  Kclly-Pawlik. 

4.  Transpareot  Mediom.  The  injecte<l  fluid  must  be  sterile,  non- 
irritating,  and  transparent.    A  normal  salt  soluliou,  sterile  water* 
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or,  preferably,  a  saturated  ifulutiun  of  boric  acid  may  be  used. 
Carbolic  acid,  bichlnride  »ululion,  and  formalin  are  too  irritating, 
causing  an  unnatural  congestion  of  the  mucosa. 

TIic  lithotomy  position  ia  preferred,  the  patient  lying  on  a  high 
table.  The  uretliral  opening  Ls  cleanse*!  as  for  the  passing  of  a 
catheter.  The  unne  is  then  withdrawn  through  a  soft-rubber  or 
glas-s  (^theler,  ami  without  withdrawing  the  catheter  the  bladdqr 
is  irrigated  with  a  boric  acid  or  normal  aah  solution.  A  fountain 
syringe  may  be  employeil,  but  a  piston  syringe  holding  250  c.c.  is 
bettf'r.  WTien  the  injected  fluid  is  returneil  clear,  about  2oO  c.c.  of 
the  fluid  is  left  in  the  Itlodder  preparatory  to  the  introduction  of  the 
cystoscope.  As  a  nde,  the  fluid  returns  clear  after  two  or  three 
injections.  Where  there  exi.sts  a  seiJiment  of  mucus,  blooti,  or  pus 
several  injections  may  W  required,  and  there  are  cases  in  which  it 
is  impossible  to  bring  about  perfect  clarity.  In  such  cases  the  con- 
tainer! fluid  is  lieing  continiudly  conlaniinate<I  by  bloiwl  and  pus 
from  the  kidneys  and  ureters.  When  this  is  the  case  it  is  l>est  to 
slowly  inject  a  small  amount  of  the  fluid  and  to  repeat  the  injection 
before  all  of  the  fluid  is  returned.  By  taking  this  precaution  the 
s«ili[nent  at  the  bultuin  of  the  bladder  will  nut  be  disturbed.  It 
sometimes  occurs  that  mucus,  pus,  and  concretions  so  cling  to  the 
wall  of  the  bladder  that  It  is  impossible  to  carry  out  a  rystoscopic 
examination.  The  fluid  may  appear  cloudy  because  the  lamp  Is 
smeared  with  mucus  in  its  pa.ssage  through  the  urethra.  In  such 
an  event  the  in.strumeiit  must  lie  withdrawn  and  cleanseti. 

Gystoscopic  Appearance  of  the  Normal  Bladder.     With  the 

bladder  mmlerately  distended  the  aurjaiv-  of  ike  miwout  mirnibrant 
is  smooth.  Circumscribe<l  nodular  swellings  appear  late  in  life  and 
are  cau-scd  by  the  intersection  of  rau.scular  bartd.s— the  so-called 
trabcciilfp,  which  traverse  (he  wail  in  all  directions.  Such  nodular 
elevations  are  not  to  be  mistaken  for  tid>erculous  nodules.  Uctween 
the  Irabeculip,  which  cross  one  another  at  all  angles,  are  irregularly 
shaped  dejiressions.  Theae  are  the  forerunners  of  the  pathological 
comlitions  known  as  diverticula  and  hernia. 

The  color  of  the  mucosa  varies  within  wide  limits.  In  the  normal 
state  this  variation  in  color  is  found  not  only  in  different  bladders, 
but  in  various  portions  of  the  same  bladder.  By  reflected  artificial 
light  the  nonuHl  cohir  is  gray  np  yellowish-rose.  The  variations 
in  color  preaeoted  at  diiferent  points  in  thu  bladder  are  aecouiilcd 

32 
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for  bv  the  relative  position  of  tlie  pmm  to  the  ficlil  of  vision.  For 
this  reason  the  shadiPs  of  color  change  with  the  movements  of  the 
prism.  The  iieaivr  the  pri.sni  itppmaclies  the  surface,  the  brighter 
the  color.  As  the  heat  of  the  lamp  warms  the  eontaineil  fluid,  the 
mucosa  shows  a  hypercemic  reaction. 

'ITie  biaailvcssrl.1  appear  iw  a  fine  network  of  vdns  and  arteries; 
the  base  of  the  bladder  is  more  vascular  than  are  other  portions. 

Flo.  IM 


(ilu"  lulu-  Kbit  It  ™lil«r  cutlwrier. 

With  (he  exception  of  the  field  near  the  sphincter  vesicre,  the  vein* 
ar«  rarely  .seen  in  the  normal  bladder. 

From  a  climVtd  prHnt  of  view  the  mast  important  parts  of  the 
bladder  are  the  Irigunc  and  'jtwr.  It  is  here  (hat  foreign  bodies  and 
palhdlof^cal  lesions  are  m«wt.  often  obser\'ed.  The  trigone  pre-sents 
a  smooth,  glistening  surface,  varjing  in  color  from  gray  to  dark  red, 
and  contains  a  close  network  uf  capillaries. 

Fin.  200 


UreilinJ  ilOstor, 

As  the  cy8tuaco|>c  is  slowly  intrcMlnced  the  first  image  to  greet 
the  eye  i$  that  of  the  itpkinctrr  vfjiiar,  which  appears  in  the  upper  H 
or  lower  .segment  of  the  field  of  vision,  depending  upon  the  respec- 
tive direction  of  the  cystoscope;  the  Image  above  is  tlie  lower  seg- 
ment of  the  sphincter,  ami  tnor  versa.  Pushing  the  instrument 
forward  the  image  is  slowly  lost  to  view.  At  the  base  of  th»'  blwlder  fl 
the  liffanntiium  itrHi'rirtim  U  seen  as  a  ridge  of  more  or  less  pmmt- 
iieuce,  running  transversely  for  a  distance  of  about  one  tDch.   Tunt- 
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in^  the  iiutniment  slightly  to  the  right  or  left  the  ureteral  prominence 
is  seen  at  the  end  of  the  iireteric  ligamrnt.  The  promiiicticp  varies 
in  siae,  form,  and  color.    This  Ia  often  true  of  the  two  prominences 

Fiu.  301 


GiMi  vrsdukU,  wlib  rabbfT  lubi  aad  bulk 
I'm.  303 


«.  n.  Owuv  00. 
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in  the  same  Madder.  'ITie  image  increases  in  si?^  and  transparenc^r 
as  the  prism  is  moved  towanl  tlie  object,  decreasing  in  si7^  and 
iKKToming  darker  as  the  prism  is  withdrawn.  It  is  important  to  look 
{or  small  vesaeU  radiating  from  the  ureteral  pruminenw,  for  at  the 


Pin,  203.— Ureteral  c&tbMar.  wtili  tMrnlle  BuffldmUy  nduoMl  to  alloiw  •pMolun  %a  b* 
urilfadnwn  mttet  ckthelcr  U  «nga(t«i]  \a  umlairal  oriSce. 
Fin.  204.— DeticBl*  tnoiLM-tootbod  foroop*. 
Fro.  300.— Vodcftl  cuKlle.     (KaUy.) 


DilBculty  in  fmiHtig  the  itrrterttl  opening  is  experience*!  wlien,  ils 
occasionally  liapppiig.  the  prominence  is  wanting.  WTien  one 
ureteral  opening  is  found,  the  otlicr  is  to  be  sought  for  at  u  corre- 
sponding point  at  the  opposite  extremity  of  the  ureteric  lif^mcnt 
Slight  variations  in  jw.iition  are  sometimes  ohsened.  One  or  Ijoth 
ureteral  openings  umy  be  found  close  behind  the  sphiucter  veaioCf 
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ripple  of  the  urine  as  it  is  tlisphargi-il  into  tlie  bladder  fmm  the 
ureters,  ^^^lell  tlie  ureteral  openings  are  hidden  from  view  bv  folds 
of  mucous  membrane,  a  greater  quantity  of  fluid  may  smooth  out 
Ihe  folds  and  present  the  ureteral  openings  to  \-icw. 

AiT-bubblcJt  are  usually  present.  It  is  impossible  to  avoid  intro- 
ducing them,  but  happily  they  are  no  embarrassment  in  the  euuiv 
ination.  They  are  round,  uvalf  or  hour-jjlasa  in  form,  and  move 
together  witli  the  eontainetl  fluid. 


Dorvl  podtico.     i:icval«l  j-dvipt.     (KcUy.) 


I 


SffTvemmt*  of  ihe  htatitltr  are  se<.*ii.  and  arc  ascribe<l  to  the  respini- 
tory  excursions  and  lo  the  inovement.s  of  neighboring  structure.^ 

SaU  drjtogitx  of  a  red  or  grayish-while  color  arc  found  on  the  , 
surface  of  the  bhidtk-r  under  perfectly  normal  conditions.  Ttiey  ^M 
are  distinguished  from  ]hi,s  and  tubercles  by  their  color,  ibeir  sharp  ^^ 
nmi^iiis,  and  by  the  fact  that  they  arc  a  deposit  upon  and  no*  an 
inRltraliott  of  the  mucosa. 

Suiali  cyrtic  elevations,  the  size  of  a  pinhead,  may  extend  over  the 
entire  surface  of  the  bladiler.   They  are  particularly  noticeable  near 
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(he  sphiiicler  vesieie.  No  pathological  significance  is  to  be  attachcfl 
to  them. 

TiiE  Kellv-Pawuk  MKTHon,  when  efficiently  carried  out,  is  the 
most  .satisfactory  of  all  mclhocls  of  cystoscopy.  The  fun<lameutal 
principles  of  a  cystoseopic  examination  as  pven  by  Kelly  are: 

I.  The  introduction  of  a  simple  cylindrical  .speculum  iiil<i  th^ 
bladder. 


Fk*.  aio 


tnUnlutiliig  ••-'"!  til :  iiiiiii''  iu»uaa\  tit\fu'r.     (Ki4l.  ) 

2.  The  atmospheric  distention  of  the  blatlder,  uidneed  slnu-ly  by 
posture. 

3.  The  illuminutioii  and  tnsjHftion  of  the  ve^icJLl  mucosa,  either 
by  means  of  a  <lirect  light,  such  its  a  sumll  elt-ctric  lump  attached 
to  the  examiner's  forehea<I  or  lo  the  moiith  of  the  speculum,  or  by 
meond  of  a  slnjng  light  refleutwi  by  a  head  mirrfir. 

The  Tkchniquk  of  tiik  F-kvmivation-.  'I'hc  field  of  operation, 
the  itutruiuciits  used,  and  the  hands  of  the  operator  are  lo  be  ster- 


Oil  atTUurit  of  nervousness  on  the  part  of  tlie  patient  or  unusual 
irritability  of  the  urethra,  chloroform  anifsthesia  may  be  chosen  if 
not  contraindicated.  In  the  majority  of  cases  nu  aniestlKttc  is 
ref|uirc<l.     Kelly  recommends  the  application  of  a  10  per  oeol. 


cocaine  snitilion  to  the  urethra  jtist  uithin  the  external  oriRp 
The  application  is  made  on  a  pledget  of  cotton  wound  on  a  meft 
hmI.  By  thU  means  the  urethra  can  be  dilated  to  the  requii^ 
degree  without  great  .suffering. 


Vn.SUl 


(VMwMvio  axKiniiwllaB.     (Wwbttmr.i 

The  Posture  of  the  PaiietU,     Kelly   reeoniinends  the  elevati 
tdorsal  and   the  knec-chiwt  iwsltions.     While  the  elevated  dartk 
jHnriium  is  the  most  ronvrnient  and  least  fatiguing  to  the  paciep 
it  i.s  not  so  efficient,  because  the  bladder  does  not  distend  so  pa 
[fectly  as  in  the  knee-chest  position. 
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In  the  elevated  dorsal  position  tlie  hips  are  eluvutcil  from  the 
table  eight  to  twelve  inches  hy  firm  piUow.s.  The  heud  and  thorax 
rest  on  the  table.  An  a  preliminary  measure  to  secure  perfect  dU* 
tention  of  the  bladder,  the  patient  may  assume  the  knee-chest  posi- 
tion and  a  catheter  be  introduce*]  into  the  bladder,  through  which 
the  air  may  enter,     lu  n  luimile  or  two  the  patient  may  resume 

the  elevated  dorsal  position,  taking 
care  that  tlie  Iiips  are  constantly  held 
at  a  higher  level  thun  ihe  alKloinen. 
By  so  iloing  the  weight  of  the  small 
intestines  is  taken  from  the  bladder, 
and  when  the  urethra  Is  dilateil  the 
bladder  wiU  Iw  perfectly  distended. 

The    hir-r-i^hr,it    position    is    pre-    ^j 
Cerred  by  Kelly,  who  regards  it  ap-  ^| 
plicable   to   all    cases.      When   the    ^^ 
[>alteut  can  endure  the  exertion  no 
anarsthelJc  neetl  be  given.    The  pa- 
tient kneels  close  tu  the  edge  of  a    ^| 
firm  table,     Tlie  hips  are  kept  at    " 
the    greatest    elevation,    while    the 
breast  and  side  of  the  face  lie  fUt 
upon  the  table.    The  small  of  the 
hock  cun'es  inward.    Tlie  kuees  are 
separated     about     twelve     inches. 
\M3cre   an  antesthetk  is  rcqtiired 
tlie  iKjdy  niay  l»e  supported  by  an 
apparatus  shown  in  Fig.  2(>tl,  or  by 
an  assistant  at  either  side. 
Of  immense  advantage  ovw  the 
dorsal  and  knee-chest  positions  is  the  elevated  litliotomy  positioa 
as  advociiMwl  by  WelBter  in  the  Journal  of  thr  AmrrirtiH  Medical 
Association,  May  17,  1902.     During  the  past  three  years  Welwter 
has  employer!  the  following  metliot) : 

"The  patient  is  placed  on  a  Bolt  operating-table  in  the  lithotomy 
position,  the  ankles  being  fastened  to  upright  rods,  tlie  buttocks 
projecting  slightly  over  the  end  of  the  table  resting  ou  a  rubber 
pad.  A  steel  bar,  with  two  padded  supjwrts,  is  attached  t"  the  tip 
of  tlte  table  so  as  to  support  the  shoulders.     After  the  eAti'tnal 


Hsnil  lioldliK  cyMowape  in  m(  oI  inlru- 
iluotivu.    {KtUy-i 
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genitals  ami  va^na  are  cleansed  the  patient  is  envelopeil  in  sterile 
sheet-t,  the  urine  is  witliilmwn  from  the  bladder,  the  urethra  is 
dilated  to  the  ncccssar)-  site,  and  a  specnluiu  containing  its  ohtur- 
ator  introduced  into  the  urethra.  By  means  of  a  crank  the  top  of 
the  table  is  tumeii  on  a  rransverse  axis  so  that  the  kiwer  etid  is 
elevated  and  the  upper  end  depressed.     'ITie  patient  is  thus  matlc 


L  

Knev-brcut  p<ii<itioD.     O'^"*"'!-"  ininiilui'nl;  wxiii'l  ■bowii  iioatlnn  or  aaalorifie*.    (Koliy.) 

to  rest  on  an  indiiied  plane,  Iwiiig  heUl  by  llie  nhuulder  supports, 
her  trunk  Wing  flat  against  llie  lahlr  and  m>(  lient  In  any  way. 
so  that  her  respiration  is  free  and  the  ana^thctic  easily  adminis- 
tered. The  table  top  is  usually  raised  until  its  lower  end  Is  twenty- 
three  inches  above  the  normal  level.  The  obturator  is  then  removed 
from  the  speculum,  alhnving  air  to  outer  and  dilate  the  bladder. 
The  examination  of  the  bludiler  anil  ureters  is  then  carried  out. 
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the  examiner  standinj!  on  a  stool  so  the  eves  may  be  wdl  nbove  the 
outer  end  of  the  specuhim. 

"This  posture  has  all  the  advantages  of  the  genupectoral  positioa 
ami  none  of  its  disadvantages.  In  difficult  rase-s  in  which  the  dis- 
tention of  the  bladder  has  not  been  thoroughly  satisfactory  I  have 
not  been  able  to  get  b^ter  results  by  trying  the  genupectoral  po^* 
tion."     (Webster.) 

Dilating  the  Vretkml  Orifice.  Tlie  dilators  are  luliricatcd  with 
boroglycerin  and  introduced  into  the  urethra  by  a  boring  motion. 
It  is  well  to  first  calibrate  the  urethral  on6ce  in  order  to  select 
the  pn>ptrr  si/*  of  dilator.  The  small  end  of  the  conical  dilator 
is  crowded  into  the  urethra  until  it  meets  with  rc.si.<itance.  The 
index  finger  is  so  placed  as  to  mark  the  point  in  contact  with  the 
urethral  orifice.  The  dilator  is  withdrawn  ami  the  index  finger  is 
found  to  point  to  the  number  of  millimetres.    Aiiything  below  tea 
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Itewim'  wrogtor. 


millimetres  will  probably  require  dilating.  A  dilator  slightly  leas 
in  diameter  than  the  calibrator  is  chosen  and  larger  dilators  aic 
successively  employed  until  the  diameter  of  the  urethra  is  increased 
to  the  de-sired  degree.  Where  the  orifice  i.s  unusually  resistant  and 
small,  Simon  siiggej^ts  cutting  it  posteriorly. 

Introduction  of  the  Speculum.  The  size  of  the  speculum  should 
vary  from  No.  7  to  No.  12,  acconling  to  the  case.  When  the  urethra 
is  small  and  sensitive.  No.  7  or  No.  S  may  best  answer  the  purpose. 
With  ex|M"rience  a  No.  10  will  be  satisfactory  in  the  majority  of  ciuei. 
The  urethral  ori6ce  is  cleansed  with  boric  acid,  an  assistant  holds 
the  labia  and  butlocks  apart,  while  the  operator  gra.sps  the  specu- 
lum, as  shown  in  Fig.  213,  and  gently  forces  it  through  the  urethra 
into  the  bladder.  The  obturator  is  held  in  place  by  the  thumb 
until  the  cystoscope  has  entered  the  blatlder,  when  it  is  withdrawn. 
A  head  mirror  reflects  the  light  from  an  electric  drop  lamp. 
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The  interior  of  the  bla<ldcr  should  be  explored  sptematicallv, 
moving  ihe  speculum  from  side  to  side  and  up  and  down  as  (he 
occasion  rttjuirf-H. 

The  Sepegitor.  By  this  ingenious  instrument,  first  introduced 
by  IlajTis,  and  modiBed  by  Oownes,  the  urine  is  separately  collected 
from  each  ureter  as  it  passes  into  the  bladder. 

Fio.  2ia 


K«Uy-Pkir|Ik  tBtUkod  ot  tywiumtvr-  The  Up*  an  alavii*!.  (he  Maddw  U  dliitadad  with 
•Ir.  ito  C]ril««wpe  b  iaoerud  lata  iba  bUdd«r.  and  HiifitUI  Dibl  U  diraeted  tbroiigk  lb* 
ti  MO«00(M  iM«  tbe  bladder. 

Two  catheters  are  arranged  side  by  side  within  a  (latleDe<]  tube, 
each  separate  and  movable  on  its  longitudinal  axis.  ^Mien  intro- 
duced into  the  hlad<ler  the  catheters  are  rotated  outward  on  their 
long  axes  and  separated  at  the  bladder  end.  A  nietoHic  lever 
introduced  into  Ihe  vagina  of  the  female  and  into  the  rectum  of 
the  male  provides  a  water-shed  in  the  blad<!er,  on  rither  side  of 
which  the  urine  is  wiltei-ted  fwni  the  corres[K>iidiiig  kidney.  The 
urine  flows  tlirough  the  catheters  into  bottles.     The  application  of 
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the  »cgrcgator  Is  simple  ur*)  IitLi  Ihn  prvttt  ailvAnlage  of  collecting 
the  urine  fmm  either  ki[hic_v  -sc[wtr»tely  without  cathctcriring  ihe 
ureters.     However,  il  lias  not  proven  of  universal  value. 


MALFOEMATIONS  AXD  DISEASES  OF  THE  FEIffALE  URETSRA. 

I.  Congenital  malfonnations  of  the  urethra  are  uncommnti. 
They  coniust  of  partial  or  coinpleic  ahsenee  of  the  urethru,  utresut, 
flisplarciiu-nts,  epi.s(>ft<liH.s.  ami  hypivspadijis. 

1.  Partial  or  complete  absence  of  the  urethn  may  occur  io  the 
presence  or  absence  of  other  eotigenital  malfnnnalions  of  the 
geiiito-urinary  tract.  All  trace  of  the  urethra  may  l>e  wanting,  io 
whieli  r;i.sc  the  Madih-r  a.nii  vaj;itia  may  form  a  single  eavity. 

2.  Atresia  of  the  orethia  n.s  a  loiigcnitjil  cU-fcc-t  is  almos-t  invariably 
associated  with  mulformutioiis  of  the  bludiler,  vaginn,  and  uleruii. 
An  outlet  for  the  Madder  i.s  eommnnly  foun<l  to  eoromunicnie  with 
the  vagina  or  througti  the  patent  uruchu.s  to  the  navel.  If  uo  Jttch 
communication  exists  the  hUidder,  ureters,  and  kidneys  wiH  be 
widely  distended. 

^.  DisplacemeDts  of  the  oretbra  are  very  uiieommnn  tLs  a  rangenital 
defect,  hui:  are  occa.sionally  observed  as  an  actpiirefl  one  {vide  in/ro). 

4.  Epispadias,  including  a  defect  in  tiie  upper  wall  of  the  urethra, 
a  division  of  the  clitoris,  and  a  separation  of  the  lalna  minora,  i* 
excee*lingly  uneonirnun.  A.s  associated  ilcfi-ets  may  Ik-  mentioned 
separation  of  the  symphysis  and  an  exstrophy  of  tl»'  hladiler. 

5.  Hypospadia!  is  a  defect  in  the  lower  wall  of  the  urethra,  thereby 
estjihlisliing  a  <N)ininnni('ali{tn  tietwpen  the  urcthni  and  vn^^na. 

n.  Acquired  malformations  of  the  urethra  ure  dilatations, 
stnctun.'.s,  di%'erticula,  dislocationu,  ami  pnil»p.su.s. 

1.  Dilatation  of  the  nrethra  may  he  confinwl  to  any  portion  of  or 
involve  all  of  the  urethra.  Dilatation  of  the  entire  urethra  is  usually 
the  result  of  coitus  or  maslurhation  per  urrthram:  more  rarely 
from  the  presence  of  a  new-growtli  vr  foreign  bodies.  The  |Mirtial 
incontinence  uf  urine  following  repeatetl  la)K>rs  is  undouhleilly 
due  to  injury  to  the  circular  fibres  of  the  urethra-  Incontinence 
of  urine  is  an  almost  constant  ueconi|)aninient. 

T.x>cal  dilatation  of  the  urelhra,  known  as  a  urethroeele  nr  direr- 
liculum,  affects  the  posterior  wall  of  the  urethra  immediately  back 
of  the  meatus.    Hut  f^w  cases  arc  recorded. 


Fig.  2.     Nurmiil  Bladder  Mucosa.      Mnuiiiried. 
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2.  Striettm  ttf  llip  foiiiulv  urethra  is  unconmion  as  compareil  with 
urethral  strit-tiires  in  men.    The  cause-n  of  Hu-m'-  stricliirfs  arc: 

a.  ('icatrization  in  the  uiiterJDr  vaginal  wall  following  injuries 
throuf;h  lalwr. 

b.  Chnmic  nrrlhritis,  usually  of  jjonorrboral  oripn.  the  most 
frequent  cause  of  stricture  in  the  female  as  well  as  in  the  male. 

c.  Tumors  of  the  urethral  wuU  which  rarely  constrict  the  urethra. 

d.  Tumors  about  the  urethra  and  displaced  uteri  directly*  con- 
stricting the  urethra. 

e.  (.'icatrization  following  a  chancre. 

/.  Contraction  of  the  urethra  without  an  assignable  ranse. 

The  diagniKtiK  h  made  from  the  <iifGcultv  and  pain  experienced 
in  urinating  and  fn>m  the  character  of  the  flow,  which  ccmies  in  a 
fine  stream  or  in  drops.  Not  only  the  exUtencc  of  a  .stricture,  hut 
its  size,  exact  location,  and  the  calibre  of  the  urethra  are  diagnosed 
by  culibrating  with  bougies  and  by  direct  inspection  through  the 
uretliroMxiiH'. 

3.  Dislocations  of  the  urethra  may  occur  in  any  direction,  and 
such  dislocations  may  involve  the  entire  thickness  of  the  urethral 
wall  or  merely  the  mucous  membrane.  Displacements  of  the 
urethra  are  nut  common,  because  of  the  anatomical  relations;  it 
being  a  short  canal  lying  immediately  underneath  the  symphysis  and 
firmly  embedded  in  connective  tissue.  Misplacement  of  the  whole 
urethra  is  the  usual  r>ccurrence,and  is  almost  invariably  secondary 
to  a  displacement  of  the  bladiier,  as  commonly  observe<l  in  a  vesico- 
cele. Inspection  and  the  use  of  the  .sound  dcmoiuslrate  the  exact 
position  of  the  urethra.  The  external  orifice  is  Hirrctwl  forward  and 
upward  and  the  internal  orifice  backward  and  downward.  'ITie 
urethral  canal  may  be  so  distorted  as  to  render  the  passing  nf  a 
catheter  or  sound  <lifficult.  Great  difficulty  may  W  experienced  in 
voiding  the  urine. 

The  urethra  may  be  elongated  and  elevated  by  tumors  which 
draw  the  bladder  upward,  by  extreme  distention  of  the  bladder,  and 
by  the  pregnant  uterus. 

4.  ProUpse  ol  the  tirethral  mocotu  membrane  results  but  rarely, 
and  in  patients  who  have  long  suffered  from  dysuria  and  vesical 
catarrh.  Displacemcntt  of  the  uterus  and  anterior  vaginal  wall 
are  frojuent  ucciimpuni incuts.  Near  the  urethral  orifice  tlu^  mucosa 
is  loosened   and   prrHrudes  as  a   palc-rcd  or  bluish,  annular,  or 
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cresccnt-shapofJ  fnK!  nf  mucou-s  mcmhrane.  This  condition  may 
occur  at  any  age,  but  i^  more  common  in  girls  of  a  generally 
weakened  conslitution. 

Urethritis.  In  tlie  female  as  in  the  male,  gonorrlif^a  i»the  com- 
mon fiuisc  nf  npi^tliritia.  In  i\\v  itli.'^enre  of  an  t-stablishcfl  cause  for 
tiroihriiis  the  U\fion  is  as.'tumrtl  t<>  Ix-  gonorrho'al  in  origin.  Long 
after  all  clinical  evidences  of  uretbritis  have  disappeared  the  gono- 
coccus  may  inhabit  the  mucosa.  SteinschneJder  examined  thirty- 
four  cases  of  recent  jionorrhcjeal  infection,  and  found  the  gonococcus 
in  the  urethra  in  all  nf  them. 

Sometimes  the  purulent  secretion  is  seen  to  exude  from  the 
urethral  orifice,  hut,  as  a  rule,  it  is  demonstrated  by  milking  the 
urethra.  (Sec  Fig.  104. J  So  characteriatic  is  a  purulent  di.4charge 
from  the  urethra  und  so  seldom  is  it  found  in  other  than  gonor- 
rhu>al  infection,  that  it  may  be  regarded  as  almost  conclusive  evi- 
dence of  the  gonorrha'fll  nature  of  the  lesion.  A  cover-slip  prep- 
aration of  all  secretions  of  the  urethra  should  be  mode,  and  at  the 
same  dmc  of  anyexi.tting  secretions  from  the  cer\'ix.  If,  as  stated 
by  Kelly,  the  goiiwocc-ns  is  found  in  the  secretion  of  tiie  cenHx 
and  not  in  the  urethra,  complicating  urethritis  may  be  assumed 
to  l>c  also  due  ti]  guno^^ha^a.  Suehanek  found  in  150  cases  both 
the  vagina  and  the  urethra  affecto^l  in  122  and  urethral  gonor- 
rhcea  existing  singly  in  only  3  cases. 

No  effort  v^ijl  lie  matic  to  make  a  clinical  distinction  lietween  the 
hypenemic  and  the  inflammatury  lesions  of  the  uretlira.  They  are 
dependent  upon  the  same  underlying  causes  and  only  differ  ia 
<iegree.  Hence  as  additional  causes  which  occasionally  operate  to 
bring  about  a  congestetl  or  inllame<l  urethra  may  lie  mentioned 
dLteascs  of  the  bladder  and  kidneys  which  extend  to  the  urethra  or 
in  which  the  urine  irritates  the  urethra.  The  mechanical  irritation 
of  the  uitheter  and  infections  acquired  by  the  use  of  unclean 
catheters  are  occasional  sources.  A  urethritis  sometimes  complicates 
the  infectious  and  cuntaj^ous  diseases.  The  wearing  of  an  ill-fitting 
pcwarj',  the  habit  of  masturbation,  and  of  exces.sivc  sexual  inter^ 
course  may  resuU  in  uretliral  congestion. 

Urethritis  is  acute  and  chronic. 

1.  Acute  TTrethritU.  In  this  stage  it  is  well  to  limit  the  IogaI 
examinations  im  far  as  {Kusible.  Unilcr  normal  conditions  the 
mucous  membrane  is  pale  red  in  color  and  there  is  a  slight  gbitqr 
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secretion.  la  the  acute  inflaramatory  stage  the  mucosa  about  the 
urethral  orifioe  appears  rel  and  swullen,  seiiiuUve  to  pressure,  and 
.sccrctc'i  a  variahli'  amount  of  pus. 
■  In  acute  gonorrha-a)  infection  of  the  urethra  there  ts  at  first  a 
prickly,  huminp  pain  during  and  immediately  following  urination. 
Painful  and  frcfpicnt  urination  are  constant  .s_\Tnptoms.  Three  or 
four  days  later  there  ap[»eur.s  at  the  urethral  orifice  a  .^ruus.  sticky, 
traasparent  secretion,  which  by  the  ei}^ih  day  becomes  greenish 
and  puruleut.andeonlinues  so  for  about  two  weeks,  when  it  decreases 
in  ainouiil,  and  liy  the  end  of  the  first  month  may  have  entirely 
disappeared.  Vivid  rt-d  poinbi,  which  mark  the  moiitlis  of  infected 
glands,  are  often  !^een  about  the  meatus.  The  discharge  may 
cause  an  intense  itching  about  the  vulva.  When  it  is  desired  to 
inspect  the  urethra  a  lU  per  cent,  solution  of  cocaine  should  be 
applied  to  the  orifice  by  a  swab  iK'forir  introducing  the  urethroscope. 
Slight  bleeding  will  be  caused  by  the  instrument.  The  congested 
mueuu.s  membrane  will  not  appear  so  rahiened  because  of  the 
pre.ssurc  of  the  instrument. 

2.  Chronic  oreUuitis  exists  as  a  dilTuse  or  circuu].<tcribed  lesion 
jgwily  re<'<>gni/.ed  tlmnigh  (he  urethroscope.  The  initial  stage  may 
1^  an  acute  infectiuii,  but  more  often  it  is  chmnic  frttm  the  liegiu- 
ning.  The  secretion  is  limited;  the  muco.<uL  is  but  .slightly  swollen, 
and  is  of  a  iivid  blue  color.  There  is  little  or  no  sensitiveness  to 
pres.snrc. 

K&w-growths  of  the  Urethra.  New-growths  of  the  urethra  are 
more  common  in  the  feirmie  than  in  the  male.  The  following  forms 
have  been  described: 

1.  Caruncle. 

2.  Fibroma. 

3.  Carcinoma. 

4.  Sarcoma. 
1.  Oanmcl«.  Va^scular  tumors  of  the  urethra,  the  so-calteJ  carun- 
cles, are  most  rre<|uent.  No  age  is  exempt,  but  they  are  more 
common  in  advanceil  years.  They  are  locate*!  at  the  urethral 
orifice,  sometimes  extending  into  the  urethra.  They  are  sessile  or 
pedunculatctl.  their  form  varying  from  flat  and  nodulated  to  pedun- 
culated ami  creiiateil.  The  growth  is  very  vawular,  blewling  freely 
to  the  touch,  and  is  scnsitivf  to  pressure.  TJie  surface  is  (Mveroi 
with  pavement  epithelium.    In  the  connective-tissue  stroma  is  an 
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abundant  fli.^tribiitifin  of  nerve  Klaments  and  capillar}*  l>Ioo«ivcs.srls, 
tliu  sup])])'  of  iiervfs  aetxiuiitin^  far  tlte  great  .sensitiveness  to 
pres-sure  and  the  pain  tii  iiritiiating.  St-xuat  intercourse  becomeii 
intolerable,  and  tlie  suffering  racks  the  constitution. 

'ITie  diagnosis  ran  be  tnaile  by  direct  ins[M'clion.  \\*her<«  doiiht 
exists  a.s  to  the  charartcr  of  the  growth  a  microscopic  Mftion  of  tlir 
excised  tumor  should  be  made. 

2.  Fibroma.     Hut  few  cases  are  recorded. 

3.  Oarcinoma  of  the  urethra  is  run-ly  primary,  but  is  not  infre- 
quently secondary  to  carcinoma  of  tlie  vajjina.  cer^■ix,  and  nilva. 

I  am  able  to  5nd  only  twenty>eight  cases  uf  primary  carcinoma  of  H 
the  urethra   in  litcratunr.    'ITic  n'iM)rtwl  ca*'.s  show  a  variety  of 
auaton«cal  fonns:  the  papillomatftu.s,  nodular,  smooth,  and  infil- 
trating, and,  finally,  the  ulcerative.    Almost  all  arose  late  in  life, 
as  is  common  with  carcinoma. 

Tlie  patient  complains  of  burning  and  smarting  while  urinaliii|;; 
later  ihcrc  is  irmrr  or  U*s,s  hhrdiiig.  The  cndi>Hco|K*  should  be 
U3ed  in  all  cases  when  complaint  uf  such  symptoms  is  made.  ^Mien 
in  floubt  as  to  the  chamcter  of  the  growth  a  jxirtion  may  lie  excised 
or  scraped  from  the  suspected  area  and  submitted  to  a  microscopic 
e^camination.  An  interesting  case  is  reported  by  Percy  {American 
Jottmai  of  Obstetrics,  April,  1903).  Percy  calls  attention  to  the 
great  rarity  of  the  U'.sion  and  the  possibility  of  confusing  cancer 
with  syphilis  of  the  urethra. 

4.  Sarcoma.  But  four  cases  of  primary  sarcoma  of  the  urethra 
have  been  describetl.  One  was  a  myxosarcoma,  another  a  melam^ 
sarcoma. 

Urethral  Fistula.  A  f>.stula  of  the  urethra  leading  into  the  vagina 
is  a  very  unusual  accident  of  laI>or.  It  is  more  often  arlificiaUv 
imlueed  in  the  treatment  of  dysuria  (Kmmet's  button-hole  o|>eni- 
tioti). 

These  fistulte  seldom  assume  large  proportiona,  often  no  larger 
tlian  a  pinhead.    They  arc  usually  locateil  tn  the  floor  of  the  urethra; 
those  artificially  inducetl  are  situateO  well  forward,  M-hile   those 
caused  by  labor  are  usually  found  near  the  .sphintler  vesicn*, 
may  involve  part  of  the  bliuhler. 

Foreign  bodies  in  tb«  oretbra  are  rarely  found.  Tliey  arc  intro- 
duced from  without  in  masturbating  or  in  the  pa&sage  of  .sounds  ami 
catheters,  or  a  vesical  stuue  may  lodj^  in  the  urethm. 
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The  (lia(^iatU  is  based  upon  the  complaints  of  frequent,  painful 
uriuution,  the  ptv.M.Mice  uf  pus,  blood,  and  luucus  in  nlkaline  urine, 
ami  the  fimling  of  the  f()r«'ign  IkhIv  h.v  piilpating  ilir  (■<mrse  of  the 
urethm  thruu^'li  the  vagina,  by  sounding  the  urethra,  and  by  means 
of  the  urethroscope. 

Calculi  in  the  urethra  arc  almost  invariably  composed  of  phos- 
pliates. 

DISEASES  OF  THE  BLADDER. 

Tlie  vesical  diseases  of  women  differ'  materially  from  those  of 
men,  and  are  desening  of  special  consideration.    We  will  consider: 

1.  I>evelopriiental  deformities. 

2.  Malpo^tion.4  and  malformations. 

3.  Foreign  butlitrs. 

4.  TraumHtisms. 

5.  Inflammations, 
fi.  Xew-fomiutions, 


* 


1.  DEVELOPMCNTAL  DEFORMITIES. 


(a)  Vesical  fiastires  (ex-stniphy)  are  the  mast  frequent  anil  impor- 
tant of  the  cotigenital  deformities  of  the  bladder.  It  depends  upon 
a  deficiency  of  the  anterior  wall,  and  is  mostly  associated  with 
<levelopmental  defects  in  the  genital  organs.  Various  grades  of 
this  raaldevelopment  arc  obsen'ed.  It  may  cuiisist  of  a  simple 
cleft  of  the  most  dependent  portioti  of  the  bliulder  or  is  less  fre- 
quently located  near  the  umbilicus.  In  the  other  extreme  may  be 
found  an  absence  of  the  entire  anterior  wall  of  the  bladder.  A 
contviponding  portion  of  the  abdominal  wall  \n  cleft,  and  the  gap 
is  filled  with  a  swollen,  reil.  mucous  membrane  continuous  with 
the  external  skin.  The  pubic  bones  are  se|Hirute*l  one-half  to 
three  inches  and  are  coiniecled  by  a  fibrous  Imiul.  The  urethra 
is  usually  wholly  wanting  Hn4]  not  infreipu-ntly  the  clitoris  is 
bifurcated.  Tt  is  pos.sible  for  the  vagina  and  utenis  to  be  dindcd 
by  a  septum,  or  for  two  separate  vagina'  and  a  bicornaie  utenis 
to  exist  in  connection  with  the  fissurwl  bladder.  .At  times  the 
posterior  wall  of  the  bladder  inverts  through  the  abdominal  fissure. 
Acconiing  to  Voss.  a  distended  bla4lder  in  the  ftetus  accounts  for 
these  deformities.     The  distended  bladder  forces  the  borizouLal 
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rami  of  the  piibes  apart,  then  ruptures  ami  ratablishes  a  <»minuni- 
cation  hetweon  the  bladder  and  the  abdominal  cleft. 

The  diagnosis  is  Xv^twuX  ujjon  direct  iiispectiun  of  the  protruding 
bladder.  The  ret^l  mucous  membrane  of  the  bladder  is  sensitire 
tu  the  touch.  t!ie  ureteral  openings  may  be  visible,  and  urine  may 
he  seen  dribbling  from  the  ureters.  The  lower  marpn  of  ihe 
fiiMure  i.s  re<ldcnc<],  ermlcd,  and  burn.i  and  itchiLi  from  irritating 
urine. 

As  to  frofiuency  of  occurrenee,  Winclcet  reports  two  ohaerved 
caae»,  and  Siekel  found  two  cases  in  12,riS9  uewboni  children. 

(/;)  Double  bladder  is  due  to  a  failure  of  the  twn  parts  of  the 
allantoi:}  to  fuse  in  earlv  fetfil  life.    But  few  cases  are  recorded. 

(c)  Loculate  Bladder.  Projections  are  sometimes  seen  on  the 
outer  surface  of  the  bladder  formed  by  diverticuli  of  the  bladder 
wall.  They  are  (congenital  defects,  and  are  nut  to  be  confounded 
with  diverticuli  of  inflammatory  origin.  They  have  been  mistaken 
for  supernumerary  bladders. 

2.  HALPOSITIONS  AND  HALTORMATIONS  07  THE  BLADDER. 

'Vhx:  female  bladder  is  subject  to  raal[K>sition9  and  malfonuatiom 
to  a  far  greater  dej>:ree  than  is  that  uf  the  male. 

The  normal  position  of  the  bladder  is  in  the  median  line.  In 
Riodcrute  distention  the  greate.st  diameter  is  transverse,  and  in 
extreme  distention  the  greatcfl  diameter  i.s  the  vertical.  The 
di.stended  bladder  may  incline  considerably  to  the  right  or  left  of 
the  median  line  and  mav  reach  the  level  of  the  titnbiticus.  The 
author  recalls  seeing  in  Vienna  a  post-mortem  examination  of  « 
patient  in  whum  the  bladder  had  liecn  openc<l  and  stitched  to  the 
alxlominal  wall  in  the  right  lower  cpiadrani  of  the  alwlomen.  The 
bladiler,  which  was  greatly  distended,  lay  to  one  side  of  the  median 
line,  and  was  thought  to  be  a  bniad  ligament  cyst.  The  mistake 
was  discovered  in  the  post-mortem  examination. 

Klevation  of  the  bladiler  occurs  wlicn  the  pelvis  is  fillwl  «-iih  a 
tumor  inas.s  and  when  the  utcnis  greatly  enlarges  ami  extends  into 
the  alxlominu)  cavity,  draf^ng  the  bladder  with  it  even  to  tlte 
level  of  the  mnbilicus.  When  the  elevaterl  bladder  is  partly  filled 
with  urine  it  forms  a  protruding,  fluctuating  swelling  in  front  of 
the  tumor. 
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Downwarxi  dUplacenieiit  of  the  bladder  (cvstocele)  U  the  roont 
fK<]uent  mal|M)situ)ii,  atifl  U  the  result  of  injury  to  the  pelvk'  ttnor 
and  of  an  increase  in  intra-alHlomtnal  pre».<4ure.  It  is  most  unusual 
fur  a  c}'stoc-ele  to  exist  in  a.  nullipara.  Occupations  which  involve 
much  standing;  and  lifting  pre<!ispose  to  cystocelc.evcn  in  nulUparff'. 

In  slight  degrees  of  di^sfreut  the  tower  part  of  the  bladder  is 
somewhat  sunken,  and  in  extreme  cases  the  bladder  becomes  shaped 
like  an  hour-glajis,  Wing  divided  into  an  upper  and  lower  part  \>y 
tlie  urethra.  In  extreme  gnide.s  a.>»(>ciateii  with  prolapsus  uteri, 
the  urethra  may  run  vertically,  the  external  orifice  ])oin(ing  directly 
upward.  Vircbow,  Philips,  Hraiin,  and  others  have  ol>servefl 
dilated  ureters  and  hydronephrosis  as  the  result  of  obstruction  to 
the  flow  of  uriue  tlirough  the  stretched  and  twisted  ureters. 

The  diagnosis  is  largi'ly  \mseil  up<)n  the  physical  findings;  the 
complaints  of  the  patient  will  give  but  little  clue  to  the  diagnosis, 
'riiere  is  a  frctpienl  desire  to  urinate,  and  this  is  associated  with 
more  or  less  pain.  .A,dvauoe<l  cases  may  coniinue  with  little  or  no 
disturbance  of  the  bladder  functions.  A  nunilK-r  of  cases  of  cysto- 
cele  have  been  reported  in  which  the  passage  of  the  child  was 
imjHHieil.  The  patient,  when  she  is  first  aware  of  the  protruding 
vaginal  wall,  regar<"ls  it  as  "falling  of  the  womb." 

With  the  patient  in  the  lithotomy  position  the  labia  are  separated 
and  she  is  instnicted  to  l>car  down.     The  anterior  vaginal  wall 

ddenly  bulges  into  a  rouii(]e«l  mass,  which,  if  filleil  with  urine, 
ill  lluctuate  wheTi  gra.s|)ed  by  the  fingers.  A  metallic  sound 
placed  in  the  bladder  will  demonstrate  the  pouching  of  the  bladder 
into  the  vaginal  tumor. 

VX'hpn  a  cystoccic  Is  obscr\'cil  the  examination  is  not  complete 
until  the  position  of  the  uterus,  the  conditions  of  ibe  pelvic  fltwr, 
an<]  the  urine  are  carcfidly  determined,  because  malpositions  of  the 
utenis,  injuries  to  the  jwlvic  Hour,  and  chronic  cystitis  are  almost 
constantly  associated  with  cysUKxIe. 

Eversion  of  the  bladder  through  a  dilated  urethra  is  rarely 
olMtervcd.  Before  such  an  event  can  occur  there  must  be  a  relaxed 
bla^liler  wall  and  a  dilated  un'thm.  which,  together  with  an  increase 
in  the  abdominal  pressure,  may  pro<luce  the  condition.  A  sound 
passed  through  the  urethra  n-ill  demonstrate  the  absence  of  the 
bladder.  Reducing  the  protruding  mass,  the  bladder  is  restored  to 
its  nonnal  jKisitiou. 


^^ 
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Hemia  of  the  bladder  thruugh  the  inguinal  or  femoral  rii^ 
and  through  the  foraineii  ovale  has  been  oUserred. 


3.  rORBION  BODIES  IN  THE  BLADDER. 


Winckel  illvides  tlie  foreign  bodies  found  in  the  bladder  into 
those  that  originate  in  the  organ  itself,  those  that  come  from  other  ^^ 
parts  of  the  body,  and  those  that  are  introduced  from  without.  ^| 

(a)  Foreig^i  bodies  originating  in  the  bladder  an*  in  large  jHirt 
I'esical  calculi.  Calcidi  may  arise  from  a  precipitation  of  nrinnr^' 
salts  independent  of  the  previous  e?dstenee  of  a  foreign  IkkIv,  or 
they  may  have  as  nuclei  certain  foreign  element*  introduceil  into 
the  blmhler  from  without  or  from  the  upper  uriiiarj'  tract.  They 
are  not  so  eommon  in  the  female  as  in  the  ninle.  because  of  the 
shortness  of  the  urethra,  the  rarity  of  urethral  strictures,  and  the 
readiness  with  which  lesions  of  the  feninU'  blaihler  are  ruml. 

In  1702  <-ases  of  vesical  calculi  found  in  Mascow  by  Dr.  Klein. 
only  four  occurred  in  women.  In  10,(KXJ  women  examined  bj 
Winekel  from  IS60  to  IS84,  only  once  did  he  find  calculi  in  a  woman. 
In  3500  autopsies  done  vijHjn  women  in  the  Dresilen  City  Hosfutal, 
stone  in  the  bladder  wna  fnuml  six  times.  These  statistics  speak 
for  the  infre<|iiency  of  vesical  calculi  in  women. 

The  calculi  are  usually  lodger!  in  the  fundu.s  immediately  back  of 
the  trigone.     Not  infreijuently  ihey  lie  in  tlie  pouch  of  a  cystcKvle. 

In  the  only  ease  observed  by  the  author  a  eystoeele  was  filled 
with  about  twenty  stones  varying  in  size  up  to  that  of  a  hickoiy- 
nuU  Tlie-se  wctp  found  in  a  woman,  ageil  .sixty-five  years.  A 
fistulous  communication  had  developed  in  the  eystoeele,  and  through 
it  the  stones  were  extractwl. 

The  stones  vary  in  number,  size,  color,  consistency,  and  eoin- 
pusitiun.  Tliey  have  In-en  known  to  l>e  as  large  an  a  child's  head. 
liugenberger  removinj  one  weighitig  three  and  one-half  pounds. 
Hundreds  of  stones  may  be  present  at  one  time  in  ihe  bladder. 
They  are  composed  of  phnctphates,  uratnt,  oxalatfs,  aiiiJ  rarely  of 
cystin. 

{b)  Foreign  bodies  in  the  bladder  that  originate  from  other 
parts  of  the  body  are  the  oxalic  and  uric  acid  calculi  coming  from 
the  kidney,  the  contents  of  ovarian  cysts  which  have  ruptured  into 
the  bladder  (teelii  from  dermoid  cysts  have  formed  the  nucleus  of 
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stone),  the  products  of  extrauterine  pregnancy  following  rupture 
of  the  ^station  sac  into  the  liladder,  fecal  matter  from  an  ulcerated 
Ix^wel,  atid  echinococci. 

(r)  Foreign  bodies  in  the  bladder  introduced  from  without  are 
portions  of  catheters,  sutures,  hairpins,  pes^rics  which  have  ulcer- 
ated through  the  vi^ict) vaginal  septum,  tuolhpick-s,  and  the  like. 

The  diagno<ii>i  of  foreign  bodies  in  the  bladder  is  based  upon  the 
patient's  coiuplaint  of  an  irritable  bimlder;  later,  uu  the  clinical 
evidences  of  cystitis,  and,  finally  ami  conclusively,  nptm  the  finding 
of  a  foreign  body  within  the  bladder  by  palpation  and  inspection, 
or  upon  the  apontaneou-s  expulsion  of  the  Itody. 

If  the  body  is  large  it  may  be  palpated  through  the  vagina.  A 
AuumI  pa:»8ed  into  the  blodiler  will  often  discluse  llic  preMfiice  of  a 
foreign  body.  By  inspection  of  the  interior  of.fhe  bladder  not  only 
the  presence  of  u  foreign  body  \»  determined,  but  also  the  character, 
rmmlH-r,  size,  form,  and  exact  Incalion.  Dirt-iCt  inspection  is  of 
sjiecial  value  where  the  stone  lies  in  a  diverticulum  Ijeyond  the 
reach  of  the  sound.  Fine  gravel,  too  fine  to  be  detected  by  the 
sound,  b  also  demonstrated  by  the  cystoscope.  Not  only  the  pres- 
ence of  a  foreign  hotly,  but  the  accompanying  cystitis  is  recognized 
by  the  aid  of  the  cystoscope.  Irritation  of  the  bladder  by  the  for- 
eign body  may  render  the  viscus  too  sensitive  for  a  cystoscopic 
examination  without  general  ana^stheitia. 

4.  VESICAL  FUTULA. 


By  means  of  a  fistula  a  communication  Is  established  between 
the  bladder  and  the  vafjina.  ntcnis,  or  inlcitine. 

(a)  A  vesicovaginal  fistula  \s  most  often  the  result  of  trauma- 
tism during  lalM)r.  Protracted  parluritif>n,  in  which  the  head  firmly 
presses  upon  the  vesiccivjiginal  .leptuui,  <lestroys  the  vitality  of  the 
tissues  and  leiuJs  to  a  .sloughing,  witli  the  furiualion  iif  a  |H*nnaiicnt 
fistulous  communication  between  the  vagina  and  bladder.  I  have 
at  the  pnwnl  writing  a  case  under  olteer%'atioii  in  which  the  vesico- 
vaginal fi.stula  WH.S  caused  by  direct  violence  during  the  attempted 
delivery  of  a  child.  It  is  seldom,  hon'ever,  tliat  fistulir  are  caused 
by  direct  \'iolence  in  the  use  of  forceps.  More  often,  as  Kelly 
puts  it,  "thev  are  due  not  to  tlie  use  of  forceps,  but  to  the  too  long 
delay  in  u^ing  thein." 
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Carcinomatous  invasion  of  the  vesicovaginal  septum  is  .v^cond  in 
point  of  frequency.  Other  causes  are  vesical  calculi,  injunes  sa*- 
taiiieil  in  vaginal  operations,  and  ulceration  from  the  pre.s.sure  of 
an  ill-fitting  pessary.  Forced  catheterization  during  labor  may 
perforate  the  blatider.  FInall v.  pelvic  abscejises  may  perforate  l>oth 
into  the  bladder  and  vagina,  thert-liy  forming  a  vesicovaginal  fistula. 

The  diagnosiji  of  vesicovaginal  fiMula  is  made  by  the  history  nf  a 
possible  cause,  the  complaint  of  incontinence  of  urine  with  its  dis- 
agreeable consequences,  and,  finally,  by  direct  inspection. 
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Tl^iftTMinll  firiulk.     A  C»nini»nicati<ni  ia  vUblUfaed  hetwcen  Um  tMM  of  lti«  bUddar  i 
thr  vnxiiia  at  ■  ini(l|>f>int  jn  Ibe  >nlmi>r  wutl  I'l  iha  t>|ii»> 

It  is  unusual  for  a  fistula  developing  after  lalwr  to  manifest  itself 
before  the  end  of  the  first  week,  though  it  is  possible  for  urine  to 
escape  thrtiugh  the  vesicovaginal  septum  during  lalxir. 

The  -s^Tuplonis  are  quiti-  characleri.stic.  Before  the  urine  escapes 
through  a  Hsiula  there  are  usually  symptoms  of  cystitis,  bloody 
urine,  and  rise  of  temperature.  A  foul-smelling  vaginal  discharge 
indicates  the  sloughing  of  the  vaginal  wall,  and  this  is  soon  foU 
lowerl  by  a  dribbling  of  urine  into  the  vagina.  The  vagina,  vuK'a, 
p<-rincum,  and  inner  aspect  of  the  thiglis  aoon  show  the  irritating 
effert  of  the  urine  in  the  form  of  vulvovaginitis  and  ItK-al  dennatitLi. 
The  distresa  and  Uiconvcuieucc  of  the  dribbling  lowers  the  vitality 
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of  the  pBtient,  and  she  may  become  extremely  weak  and  emuciatec]. 
Such  imliviilimls  »n*  ahimsl  iiiVHriuhly  sU'HIe.  Menstruation  niay 
Ik  alxseni,  irregular,  or  painfii],  but  may  also  be  perfetlly  normal. 
When  the  fistula  is  high  up  and  small,  the  disturljancc  may  be 
slight  and  the  general  heahh  unimpaired. 

Difficulty  in  vt)idiiig  uniu*.  ft)Uuwing  labor,  should  always  suggest 
the  possible  development  of  a  urinar)*  fistula.  L'nder  sueh  circum- 
stances it  is  well  to  avoid  \'igorous  manipulation  for  (ear  of  creating 
or  extending  a  fistula  in  tissue  already  devitalized. 
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Pulpiition  uf  the  fistula  seldom  afToriLs  sattsfartury  information 
when  the  tissues  al>out  the  futula  are  soft  and  necrotic.  This  is 
particularly  true  of  a  small  opening.  In  long-standing  Cases  the 
puckered  .scar  tissue  and  an  opening  possibly  filled  with  soft  mucous 
membrane  may  often  be  recognized. 

A  sotind  plactnl  in  (tin  bladder  and  the  itiidex  finpT  of  the  oppo- 
site hand  in  the  vagina  may  be  brought  together  through  a  fistulous 
opening. 

la-spection  will  give  positive  information  as  to  the  location  and 
size  of  the  fistula-  K  -Siinj*  sjicculuni  introduced  into  the  vagina 
will  e.'ipose  the  Gstula  if  large  enough,    ^tenhzed  milk  or  some 
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culored  aseptic  fluid  injectvd  iiitu  th«  bludder  may  l>e  seen  to  Bow 
(linm^li  ihc  fistiilii.  The  (■y?il<iis{'o[H'  will  cximw  ilw.  (ipening  from 
the  %'esical  side  and  at  the  same  time  afford  iiifommlion  nrspeciing 
the  condition  of  the  bladder  —  whether  cystitis  exists  and  foreign 
bodies  lie  nithin.  fl 

Having   establish etl    tlie   diagnosis   of   vcsieovaginul    fistula,   it  ™ 
becoinps  imjjortatit  to  consiiler  the  nature  of  its  Ixinlers,  their 
fixation,  tension,  and  the  possible  existence  of  other  Bstuke- 
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A  cinnmunieation  U  Mrisbliiduid  hchreaa  iha  •arrioMl 
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(6)  Vesicouterine  Fistula-  When  a  laceration  of  the  cervix 
extends  inlo  the  lower  uterine  segment  and  the  adherent  bladder, 
it  is  possible  for  healing  lo  be  complete  in  the  lower  portion  of  the 
wound,  leaving  a  fistulous  opening  above  between  tlie  Uterus  and 
bla*lder. 

The  urine  may  be  discharge*]  m  part  through  the  cervix  and  in 
part  through  the  urethra,  depending  upon  the  size  of  the  fistulouf 
opening  and  the  position  of  the  patient.-  To  dcnionstnite  a  com- 
munication of  the  bladder  with  the  uterus,  inject  sterile  milk  ur 
sterile  colored  Huid  into  tlie  bladder  and  obser^'c  through  »  speculum 
that  the  fluid  escapes  from  the  cervix.  To  demonstrate  that  it  is 
out  a  urctcrauterinc  fistula  observe  tluit  the  flow  of  urluc  fc 
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the  cemx  is  not  intermittent.    (_'atheteri7.in^  the  ureters  nill  ilemtm- 
stmle  them  to  he  intan. 

(r)  Vesicocervical  Fistula.  Likewise  in  extensive  lavemtiuits  of 
the  cemx  inv<ilving  the  supravaginal  |K)rtion  and  the  haae  of  the 
bladiler  a  Hstutous  c-oinmunicatioii  between  the  cervical  canal  and 
the  bladder  niav  jHTsist.  Snrh  Bstuhe  nre  ilemonstrated  in  a 
manner  :«imilar  u>  that  indicated  in  ve.si<4)uicrinc  fistula. 


5.  CYSTITIS. 


I  Cystitis  i»  an  inflammat4>ry  lesion  nf  the  hladiler  due  to  inva.sian 

of  the  walls  of  the  bladder  by  pathogenic  micro-organisms. 
'  Etiology.     In  2'iOi.)  post-mortem  examinations  of  women,  cystitis 

I  was  found  sixly-eijiht  times  (2.7  j>er  cent.). 
Virdiow  holds  tlial  the  urine  must  first  iKconie  uiumoriiacal,  and 
I  by  its  initaling  elTecIs  cause  the  epitlielium  (o  I>e<*oine  I(Hisenti( 
before  bacteria  can  gain  a  Imlgement  in  the  blathler  wall.  Under 
apparently  normal  MHidilions  the  urine  may  eoiiiain  Iwrtcria,  hence 
there  must  exist  a  pre<lisposing  cause  for  cystitis  before  the  liaclcria 
manifest  their  pathogenic  pmperties. 

As  prciiisjjosing  rausvs  "f  cystitis  may  be  mentioned  congestion 
due  to  oveniistentiou  of  the  blailder,  the  presence  of  foreign  bo<lie3 
in  the  blad<ler,  structures  crowding  upon  the  bladder  from  with- 
out (dt.sphjet^il  uteri,  |>elvic  exudates,  and  tumors),  tmnniatj.sms 
.^n.-ilainrd  in  labor  mid  surgical  o|>cralions,  the  piL-isjige  of  catheters 
and  sounds,  ill-hlting  pessarie-s,  the  irritating  influence  of  internal 
remedies,  of  fluids  injecled  Into  the  bladiler,  ami  of  toxins  developed 
within  the  bo<ly  in  the  course  of  infe<^tii»us  diseases  and  intestinal 
disturlNinces.  Conge-stioii  of  the  hladder  fnmi  any  of  the  almve- 
named  causes  will  prefwre  the  tissues  for  invasion  by  pathogenic 
mi«'n>-orgiini,srris. 

The  micro-nrgani.sms  found  in  the  inflamed  bladder  are  the 
staphylococcus  pyogenes  aureus,  albus,  and  citreus;  streptococcus 
pyogenes,  bacillus  coli  communis,  gonococcus,  bacillus  tulM!Pctdosis, 
bacillus  lyphosU,  and  nunierou»  niicro-organisuw  of  le.iser  clinical 
importance,  as,  for  example,  the  bacillus  aen>genes  capsulalus  of 
Welch,  diploeoecus  pyogenes  ureie,  coccobacillus,  and  the  urolmcillus 
li(|uefacietis. 

Not  infrccjucntly  two  or  mure  of  the  above-named  bacteria  are 
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fouiui  in  tlie  same  case.  There  is  a  condition  luiown  as  toctenuria, 
in  wliirh  tin*  tirinn  swarms  willi  IwirlcriH  in  tlio  alispnce  of  any  con- 
si«JeraI>lc  amount  of  pus  or  other  foreign  element;*. 

The  avenues  by  which  these  micro-orgaiiiama  enter  the  bladder 
arc: 

1.  Tlie  urethra,  the  most  common  of  all.  Micro-organisms 
which  always  exist  in  large  numbers  in  the  iireihra,  vagina,  and 
vulva  may  be  carried  by  instruments  through  the  urethra  into 
the  bladder.  It  is  possible  for  liacteria  to  pass  through  tlie  urethra 
into  the  bladder  'nithout  the  introduction  of  instruments.  This  b 
liotitbly  true  of  the  gonococcus. 

2.  The  kxdmy,  when  infected,  may  involve  the  bladder  through 
the  medium  of  the  urine.  It  has  been  demonstratei:!  lliat  the  urine 
may  convey  pathogenic  niicriM>rgaiiisms  to  the  bladder,  and  there 
cause  an  infection  without  deranging  the  kidney. 

The  colon  bacillus  and  tubercle  bacillus  prol>ably  most  often  gaia 
access  to  the  bWlder  from  the  blood  by  way  of  the  kidney. 

3.  The  bowel,  when  adherent  to  tlie  bladder,  may  transmit  the 
eoloji  bacilliLs  and  other  micrtKorganisms  Co  the  vi.seus. 

4.  Inflammaiorif  areas  surrounding  the  bladder  and  inltmatelT 
connected  with  it  may  l>e  the  sources  of  infection,  as,  for  example, 
pelvic  abscesses,  suppurating  dermoid  cysts,  pyosalpiox,  and 
iwrityphlitic  alracesses. 

5.  II atmatogcrtoug  infection  of  the  bladder  is  an  infrei^uent  mode, 
though  fully  demonstrated. 

The  following  summarj'  is  from  Kelly: 

1.  Cvstitis  is  alwavs  caused  bv  the  presence  of  bacteria. 

2.  llie  mere  presence  of  bacteria  is  not  sufficient  to  cause  a 
cystitis;  a  further  predisposing  cause  is  necessary. 

3.  There  are  various  modes  of  entrance  for  bacteria;  through 
the  urethra,  through  the  ureter  fn>m  tlie  kidney  directly,  from 
iiiHaDmiatory  areas  in  the  uterus  or  Fallopian  tul^^s,  and  proluhly 
from  the  rectum  under  similar  conditions;  still  another  probable 
avenue  of  entrance  is  through  the  blood. 

4.  Under  favorable  conditions  any  patliugenic  organisci  may 
give  rise  to  cystitis. 

Anatomical  Diafnosis.  \N'ith  the  exception  of  the  tubercle 
bacillus  the  anatomical  changes  do  not  dilTer  essentially  In  the 
various  kinds  of  infections 
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Kelly  classifies  cystitis  as  diffuse,  circumsprilted,  and  scattered, 
Aod  calb  ntteiUiotl  to  tliv  important  and  often  overlm>keJ  fact  that 
cystitis  is  not  always  a  <li>iea.sc  of  ilit*  entire  mucosa  of  the  lilaildcr, 
but  is  more  often  found  in  patches  with  normal  mucous  membrane 
intervening.  'Oils  fact  speaks  for  the  efficacy  of  direct  appHcatinns 
to  the  invoivcil  areas  rather  than  to  the  entire  surface  hy  injections. 

Doth  acute  and  chronic  lesuons  are  recognized. 

Ill  ttcuie  etfstUt'g  the  hlmid vessels  are  pn>minent,  causing  n  swelling 
and  reddening  of  the  mucosa ;  small  liemorrhages  are  frequently  seen. 

in  the  chronic  stage  the  reddening  is  le.ss  intense;  the  mucosa 
appears  grayish  and  is  thrown  into  folds.  Papillomatous  eleva- 
tions may  appear  on  tlie  surface,  and  over  the  surface  may  be  a 
de[Kisil  of  piiy,  degenerated  epithelium,  micro-organisms,  and  salts, 
forming  a  false  membrane  which  adheres  rather  firmly  to  tlie  mucosa. 

In  cases  of  long  standing  the  muscular  wall  of  the  bladder  may 
l>e  involved,  being  greatly  thickened  and  giving  rise  to  trabeciilte 
of  muscle  bundles  intersecting  at  various  angles.  Abscesses  may 
develop  in  the  wall,  and  superficial  ulcers  are  not  infrequently  seen 
,on  the  mucosa.  The  entire  mucous  membrBnc  may  be  tlirown 
off  in  the  su-called  exfoliative  cystitis.  (Se«  Plates  I<M.  and 
LVII.) 

Olinical  DiagnosiB.  Frequent  painful  urination  characterizes 
cystitis.  The  voiding  of  urine  affords  ver)'  little  relief  in  the  marked 
coses.  The  patient  may  suffer  from  a  constant  desire  fo  urinate. 
The  amount  of  urine  voided  may  be  no  more  than  a  few  drops, 
and  thia  may  he  passed  every  few  minutes.  It  is  (wssible  for  cystitis 
■with  marked  changes  to  exist  in  the  bladder  wall  ■without  seriously 
disturbing  the  functions  of  the  bladder.  The  temperature  and 
pulse  are  seldom  influenced  unle^  the  urethra  or  kidneys  are 
involved.  The  bladder  Is  tender  to  pressure,  and  ati  attempt  to 
catheterizc  or  to  jmiss  the  suuml  into  it  causes  suffering  and  should 
not  lie  done  without  local  or  general  amrsthesia. 

The  diagnosis  is  made  from  a  historj'  of  the  above  sjiuptoms, 
from  an  examination  of  the  urine,  and  from  direct  in.spcetion.  The 
unne  is  usually  alkaline  in  reaction,  though  sometimes  utid,  aixl 
contains  albumin,  pus,  bladder  epithelium,  crystals  of  triple  phos- 
phates, a  variety  of  micro-organisms,  membranous  shre<ls,  and 
occa.<tionally  some  blood.  When  the  bacteria  are  found  in  pure 
culture  or  vastly  predominating  over  otlicr  forms  tlicy  are  the 
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prohalile  caiise  of  ihe  infection.  Tin*  prvst-iic*'  of  the  gonorrtccus  or 
the  tiiliereU'  Imrilhis  in  the  uiinc  is  conclusive  evidence  nf  the  true 
underlyitiff  cause. 

The  clmiciit  distinction  Iwlwecii  thp  acute  and  chronic  forms  of 
c}'Htills  is  in  the  duration  and  intensity  of  the  symptoms.  They 
artf  dependent  iipcui  the  same  umlerlying  causes. 

The  cyatoscopic  diagnosis  of  cystitw  is  often  liiflirult  and  may  l>e 
iinjMjssible,  hut,  as  ii  rulr,  the  re.sulu  aw  rea<]ily  ohtidneil  an»l  are 
conclusive.  In  anite  cystitis  the  ijitficulty  arises  from  the  pain 
caused  by  the  manipulation  of  the  instrument.  Unless  the  indica* 
tion  is  urgent  no  cystuscopic  examination  should  l»e  made,  ami  then  ^M 
only  under  anieslheslu-  ^^ 

Local  aineslliesia  at  the  neck  of  the  bladder  may  suffice.  When  ^ 
possible  to  delay  the  examination  the  patient  shoulid  lie  cnnlineil  to  ^M 
her  bed,  and  sitz  baths,  diluent  drinks,  and  sedatives  administered.  ^ 
Chronic  cystitis  tnay  present  etjually  great  difficullies  because  of 
the  contracted  bladder  ami  the  de[M>sit  upon  the  bla<ider  wall. 

Acuta  cystitU  is  recognized  tlu-ough  the  cystoscope  by  Ihe  prvmi- 
neiHT  of  the  bliMnlvesselH  in  the  mucosa.  This  couij^-slion  of  tl)c 
mucosa  presents  a  variable  shade  of  rc«i,  luiving  an  irregular  di)»- 
tribution  o\'er  the  .surface,  '[lie  more  nrute  tlie  inflammation  the 
deeper  the  color.  Ilemurrliages  into  the  mucous  membrane  are  seen 
varying;  in  size  from  a  pinheoil  to  a  pea,  and  in  color  from  bright 
retl  to  almost  black.  They  are  most  often  located  near  the  mouths 
of  the  ureters,  but  may  be  found  at  any  |H)'mt  in  the  mucous  surface. 

Ohronlc  cyitltia  present.s  a  pnler  surface  of  a  grayi-sh  <><>lor:  tl»e 
blooiIve.'LseLs  are  faintly  traceable;  liemorrhagie  arca.s  are  darker 
and  smaller  than  in  the  acute  .'ttoge.  The  surface  ha.t  lost  itji  lustre 
and  presents  an  irregular  appearani.-e.  The  folding  ami  .swelling 
of  the  mucous  membrane  may  hide  the  mouths  of  the  ureters,  and 
l>e  .so  enormous  as  to  suggest  the  jxjssible  prescm^e  of  a  new-growth. 

There  may  l>e  no  secretion,  and,  agsin,  the  secretion  may  be 
.so  abunilant  and  tenaclnns  n-s  to  resist  all  efforts  at  removal  by 
irrigating.  Accumulations  of  the  secretion  may  l>e  mLsiaken  for 
new-growths.  Traliei'uhe  and  diverticula  arc  often  .seen  in  cvstilU, 
and  are  largely  confined  to  Ihe  inflamed  areas. 

Taberculons  Cy&tiUa.  It  is  not  sufficient  to  merely  diagnose 
cystitis  and  to  distinguish  ln-tween  the  acute  and  the  chronic  fomu, 
but  it  is  of  tlie  greatest  im|}urlance  to  recognize,  as  fur  us  the  present 
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mctlinils  (if  (-XHtiiiiialion.H  will  jHTtnit,  llir  iMirtcriolngirtil  factoni 
involveil.  This  is  particularly  tnir  of  ^jnorrho-al  and  tuberculous- 
cvstiti-S,  since  the  orpinisms  causing  tlicse  le.sioi).s  are  well  known 
and  we  arc  in  possession  of  the  means  of  detecting  them. 

Tuberculosis  nf  the  bladder  is  caii.sed  b/  infertioii  ihroiifih  the 
blcMxl,  by  extension  of  n  tiiberciikuis  process  from  the  kidney,  the 
genital  ur^iis,  or  periluneum.  The  lesion  Is  more  often  found  in 
early.and  midtllc  hfc,  and  is  mon-  fn-tjucnt  in  Ibe  male  tliaii  in  the 
teniale.  It  may  l>e  the  primary  infecti<m  in  the  blmlder,  or  other 
micro-or^nisma  may  have  previously  inva4ietl  the  bladder.  A 
mixed  infection  Is  common.  In  tuberculosis  of  the  kidney  it  is 
passible  for  tulx^rcle  l>acilli  to  jhu^s  through  the  blndder  in  tlie 
urine  for  years  without  infecting  the  bladder.  \s  in  other  forms  of 
infection,  the  healthy,  intact  mucous  membrane  resists  the  Invasion 
of  the  mirnMirganisniH. 

11ie  ureteral  o{>enings  and  the  trigone  arc  the  most  common  seats 
of  tuberciilasis.  Grayish  tubercles  are  seen  to  stud  the  mucous 
surface,  and  are  usually  in  groups.  I>ater  the  tultercles  coalesce 
and  fonn  cheesy  masses,  wlueli  in  tiiru  break  down  into  lenticular 
ulcer)  with  ii  flat  Iw-se  and  .sharp,  undennineil,  rugged  borders 
within  which  small  luherclcs  are  seen.  The  ukvrs  may  perforate 
the  hlatlder  wall  an<l  form  fistulous  tracts  trading  to  the  para- 
vesicular ti^ue,  rectum,  and  vagina. 

The  diagnosis  is  based  upon  the  clinical  evidences  of  cystitis, 
associatetl  with  the  presence  of  tiiliercnlosis  elsewhere  in  the  body, 
particularly  iu  the  kidney,  upon  the  tutcteriuhigical  exaininatiun  of 
die  urine,  the  cystcwopic  appearance  of  the  bladder,  the  micn>- 
Bcopie  examinalion  of  excised  pieces  ami  scrapings  removed  from 
the  bladder  through  the  cystoscope  or  a  fistulous  opening,  and 
upon  inoculation  experiments.  Unimpaired  general  health  tlix^  not 
exchxle  the  possible  pre-sence  of  tuberculosis.  Hcnal  tuberculosis 
may  closely  resemble  vesical  tulierculosis.  Only  by  microscopic 
examination  and  inoculation  experiments  with  cathelenzed  speci- 
mens of  urine  is  it  jnissible  to  exclude  renal  tuberculosis.  Careful 
and  repealed  esiiniiiialions  may  Ik'  rwpiin^l. 

Hyperemia  of  the  Bladder.  Ilypenrmia,  irritable  bladder,  and 
neuralgia  are  terms  in  common  usage,  and  imply  a  disturbance  of 
the  bla^lder  functions  with  vascular  congestion  of  the  mucosa.  This 
hypenemitt  may  be  diffuse,  but  is  more  often  wu6j]h1  to  a  defixiite 
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portion  of  the  bWHer,  partictilarly  to  the  trigone.  The  \xi\tA\ 
areas  aix*  nsl,  swollen,  and  tender  to  ihe  touch  of  aji  instruiuent. 
There  is  no  posaihie  way  of  distinguishing  such  a  contlition  from  a 
milil,  localized  c^rstitis.  Tlie  STniptoinii  are  identical.  Ilypenemia 
of  the  bladder  •jhould  be  diagnosed  without  difficuhy  by  a  cysto* 
scopic  examination. 


6.  NEW  FORMATIONS  OP  THE  BLADDER. 

Tumors  of  the  bladder  are  more  rarely  found  in  the  female  than 
in  (he  male.  Nearly  every  variety  of  tumor,  bolh  l>enign  and 
malifinant,  is  found  in  the  l>ladd^r.  Of  the  benign  tumors  there 
are  myumn,  hhroma,  pitpilloma.  adenoma,  and  dermoid  c^sis,  and 
of  the  malignant  tumors  carcinoma  and  sarcoma. 

Fere  liaa  shown  the  places  of  predilet-tion  of  tumors  in  a  table 
constructwl  \nm\  the  reports  of  107  cases.  In  the  107  reported 
cases,  25  were  found  in  the  base  of  the  bladder,  17  in  the  posterior 
wall,  13  in  both  the  base  and  walU,  8  close  to  the  left  ureter,  5 
near  the  right  ureter,  2  in  the  anterior  wall,  1  in  the  anterior  and 
superior  wall,  \'2  were  multiple,  and  8  diiluse. 

More  than  half  the  tumors  of  the  bladder  are  single. 

Myoma  originates  fn>m  the  mu.<)ciilar  wall  of  tlie  bladder,  and  is 
compnseii  of  smooth  muHCuInr  fibre  and  a  liinite<l  amount  of  con- 
nective tissue.  The  tumor  is  sessile  or  pedunculated.  But  few 
ca.se.t  are  reporte<l. 

Fibroma  iistially  ap|>ears  aj  a  fibrous  polyp  with  a  long,  slender 
pe<Iir]c.    Tlie  tumor  is  conijMtsed  of  filmnis  tissue.    They  arc  mre. 

Papilloma  of  a  benign  rharacter  protrudes  into  the  cavity  of  the 
blaihler  a.s  a  wart-Ukc  growth,  with  villous  projections  on  the  sur- 
face of  the  tumor.  In  the  place  of  villoHities,  there  maybe  ntMlular 
projections.  They  are  va.M.ulur,  bk-eding  freely  1o  the  touch.  A 
single  tuft  may  !»■  found  on  t}ie  trigone,  or  the  entire  inofT  surface 
of  the  bladder  may  be  covered.  Its  growth  may  be  slow,  extending 
over  vears,  with  but  httle  increase  in  sir^.  The  tumor  is  rarelv  as 
large  as  a  child's  fist,  and  is  to  lie  regarded  as  the  most  common  of 
the  tumors  of  the  blad<ler. 

Adenoma  of  the  bladder  is  a  rare  new-forniutiun  of  epithelial 
origin.  It  is  sessile  or  pedunculated,  and  seldom  attains  a  large 
sise.   The  histogenesis  of  the  growth  is  uncertain 


I 

I 
I 


TilAOyOS 


\ADIiER    529 


Dennoid  cysts  of  the  bladder  liave  bem  recorded  h^'  I'af»ct  and 
Boucher.  Their  existence  has  been  queationed.  Cases  are  not 
wanting  in  which  a  dermoid  cyst  of  the  ovary  has  di:>ehurged  lis 
cDntent.s  into  the  hhulder  and  there  formed  a  nucleus  for  vesical 
calculi. 

Ctrcmoma  of  the  bladder  is  primary'  or  secondary.  In  .secnndary 
ran-inoina  the  primary  seat  of  the  lesion  is  u?tually  in  the  cer\'ix, 
having  spread  thence  tu  the  hhLdder  by  continuity  of  tissue.  It 
exi.sts  as  a  vegetating  viUoiis  growth  or  iis  a  diffuse  InBllration,  and 
\a  usually  multiple.  It  bleeds  freely  to  the  touch  and  is  exceedingly 
friable.  Ulcerution  quickly  follows  upon  inBltrution,  and  there  is 
a  peculiar  tendency  on  the  part  of  the  growth  to  remain  localized 
fur  a  .surprisingly  long  time.  Secondary  growihs  are  fretjuently 
found  neiir  the  primary  lesion. 

Sitrcoma  api^eurs  in  the  female  bludder  more  frequently  tluin  in 
the  male,  and  is  fnnnd  at  any  {arniHl  of  life  from  childhood  to  the 
postclimacteric  perioil.  Tliese  growths  are  said  ta  l*  prone  to 
extend  through  thi>  urethra  and  lo  appear  at  the  vulva. 

1'he  diagnosis  of  tumors  of  the  bladder  i.s  determined  by  palpation 
ami  ins|)ec'tinn.  The  clinical  signs  in  the  early  .stage  are  about  tJie 
same,  whatever  the  character  of  the  growth.  All  show  more  or 
less  tciideticy  to  bleed.  Hemorrhage  is  the  most  characteristic 
symptom.  The  bleeding  is  increased  during  the  period  of  men- 
strual congestion,  and  ha.s  lieen  ob-servetl  to  Im;  greatest  in  the  night. 
Pain  may  Im-  present  in  the  ln'nign  a.s  well  as  in  the  malignant 
growtlis,  though  sehloin  to  .w  great  a  degree,  but  is  .strangely  alntcnt 
in  many  cases.  Late  in  the  course  of  the  lesion  eTiiaeiatiiiri  and 
cachexia  develop  in  ca.ses  of  malignant  growths,  and  serve  to  dis- 
tinguish tlie.se  frcnn  benign  tu^w -formal ions. 

K.\amination  of  the  urine  is  of  little  value  in  distinguishing 
tumors  of  the  bladder  from  calculi  or  cystitis.  Kvidences  of  cystitia 
will  usually  be  found  in  the  urine,  but  this  is  not  invariably  the 
case  even  in  the  pre.wnce  of  large  tumors  of  long  standing.  On 
the  contrary,  the  bladder  wall  may  pn-.scnt  a  normal  appearance  or 
may  be  anremic.  The  loss  of  blnod  may  he  nc>  great  as  to  produce 
a  high  degree  of  aniemia  and  exhaust  the  strength  of  the  patient. 
The  presence  of  cylindrical  cells  in  the  urine  is  rt^ganlwl  by  some 
authorities  as  conclusive  evidence  of  the  existence  of  a  papillary 
growth. 
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Palpation  reveals  the  presence  of  a  foreign  growth  if  it  is  suffi- 
ciently lai^.  It  may  be  possible  to  detect  infiltration  by  a  mali^ 
nant  growth  in  the  neighboring  tissues.  Two  fingers  inserted  into 
the  vagina  and  the  other  hand  on  the  abdomen  may  engage  the 
tumor.  A  soft,  pedunculated  growth  may  elude  detection  by  this 
method.  Such  soft,  pedunculated  growths  and  all  small  tumors  can 
be  detected  only  by  a  cystoscopic  examination.  Direct  palpation 
of  the  tumor  through  the  urethra  is  an  obsolete  method. 

Direct  inspection  gives  positive  evidence  of  the  presence  of  a 
tumor,  of  its  5ize,form,  color,  and  location, of  the  number  of  growths, 
whether  pedunculated  or  sessile,  ulcerated  or  intact;  also,  as  to 
whether  there  exists  a  cystitis  and  the  extent  of  the  inflammatoiy 
complications.  Through  the  speculum  a  piece  of  the  growth  may 
be  removed  for  microscopic  examination. 


CHAPTER    XXXV. 

THE  DIAGNOSIS  OF  DISEASES  OF  THE  UBETEB8. 

Anatomy. 

Physiology. 

Methods  of  Examination, 

Catheterization. 

Congenital  Anomalies. 

Ureteritis. 

Obstruction  of  the  Ureter. 

Ureteral  Calculus. 

Stricture. 
Hydrotjreter. 
Ureteral  Fistula. 

ANATOirr  AND  PBTSIOLOOT  07  THC  1TRETEB8. 

Anatomy.  The  ureters  lie  behind  the  abdominal  and  pelvic 
peritoneum  and  are  slightly  movable,  flattened  cords,  extending 
from  the  kidney  to  the  bladder.  Under  normal  conditions  they 
run  symmetrically  in  an  irregular,  curved  course  on  either  side. 
The  average  length  is  ten  to  twelve  inches,  the  left  being  slightly 
longer  than  the  right  because  of  the  higher  position  of  the  left 
kidney. 

There  is  no  variation  in  the  diameter  of  the  ureter  except  at 
either  end,  where  it  distends  above  into  the  funnel-shaped  pelvis  and 
below  into  the  ureteral  prominence.    The  average  diameter  is  5  mm. 

The  ureters  are  traced  through  the  pelvis  in  a  sigmoid  course'. 
They  lie  close  to  the  posterior  lateral  wall  of  the  pelvis  beneath 
the  peritoneum  and  near  the  internal  iliac  artery.  From  this  point 
they  turn  forward,  passing  underneath  the  uterine  artery  at  the 
base  of  the  broad  ligament  half-way  between  the  cervix  and  the 
pelvic  wall.  They  then  run  parallel  to  the  upper  anterior  vaginal 
wall  and  enter  the  bladder  at  the  upper  angle  of  the  trigone. 
Through  the  bladder  wall  the  ureters  run  obUquely  forward  and 
inward. 
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Tlie  course  of  the  abdominal  ]>ortinn  of  the  ureter,  inohiiling  that 
part  running  Frotn  the  kidney  to  the  brim  of  the  pelvis,  parses 
forwani  in  a  curved  direction  over  the  psoas  mu.scle  to  the  brim  of 
the  pclvw.  The  ovarian  veins  and  arterj'  join  the  ureter  at  a  mid- 
point in  ib  course  tlirough  the  abdomeu.  On  the  left  side  it  lies 
behind  the  colon  above  and  the  aiffmoid  below;  on  the  right  side  it 
lies  behind  (lie  (iiput  <-(>li  and  the  a^cendi^g  t.-oiuii. 

Physiology.  The  ureters  are  not  merely  paa^ve  in  conveying 
the  urine  fmu)  the  klilney  to  the  bladder.  A  peristaltic  wave  travels 
from  above  downward  two  or  three  times  each  minute,  imparling 
to  the  ureters  a  vermicular  movement  and  forcing  the  urine  onward. 

UETHODS  OF  EZAUIKATZON  07  THE  URETER. 


P 


Four  methods  of  examining  the  ureters  are  in  general  use— 
palpation,  iiiinpertinn,  catheterization,  and  sounding. 

Palpation.  It  is  possible  to  palpate  the  pelvic  portion  of  tlie 
urctrr  ilirough  the  vagina  and  rectum.  The  abdominal  portion  of 
the  ureter  cannot  be-  pulpated  without  making  an  incision  into  llie 
abdomen  or  himbar  region. 

In  iMilpnting  the  ^H'lvii;  portion  of  the  un'ter  the  bladder  and 
rcctimi  must  be  empty,  all  clothing  constricting  the  waist  rau.st  be 
removed,  and  the  patient  placed  in  the  Uthotomy  position. 

The  index  finger  is  insertcil  high  in  the  vjiginid  fornix  near  (he 
side  wall  of  the  pelvis.  Stroking  the  vaginal  wall  downward  and 
backward,  the  ureter  is  felt  as  a  sleniler  cord  which  slips  away 
from  the  finger.  That  portion  leading  from  the  ba-He  of  the  broad 
ligamerit  tn  the  bladder  Is  most  easily  fell.  The  size,  con.sialency, 
mobility,  and  direction  of  the  ureter  serve  to  identify  it  in  a  vaginal 
examination. 

The  tendinous  arch  of  the  le%*ator  must  not  he  mi.4tAken  for  the 
ureter,  nor  must  the  obturator  vesseU  and  uene.  Only  when  the 
alKlominal  walls  are  extremely  thin  can  the  ureter  be  palpated  al 
the  pelvic  brim  about  one  and  one-quarter  inches  to  the  right  or 
left  of  (he  promontory  of  the  sacrum. 

When  the  ureter  is  diseased  the  line  of  tenderness  will  serve  as  a 
guide. 

Through  the  empty  rectum  and  preferably  under  anspsthesin,  the 
tireter  can  be  traced  through  the  pelvis,  the  left  bong  more  ncce»- 
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ahle  than  the  right.  Guided  by  the  pulsations  of  the  internal  iliac 
artery,  lieginning  at  the  bifurcation  of  the  common  iliac  and  tracing 
downward,  the  finger  detects  a  flat,  yicUIing  cord  running  downward 
and  forward.  'Die  Urg;er  and  mure  resisting  the  ureter,  Uie  mure 
easily  i.s  it  pal[HitefJ. 

A  catheter  or  boujile  placetl  within  the  ureter  to  sen-e  as  a  guide 
will  faeililale  the  outlining  of  i})e  ureter. 

Inspection.  Xo  {K>rt!on  of  the  ureter  can  be  ini^pccted  wiiliout 
an  utcision  except  that  portion  lying  in  the  l)la<ldcr  wall  which  is 
nTi>gni»ed  through  the  cv-sioscope  as  the  uretenil  pmminence, 
AVith  the  abdomen  open  the  lower  abdominal  portion  and  the 
upper  pelvic  [mnion  may  be  in.spetTtcd  by  drawing  the  sigmoid 
towanl  the  tnedian  tine.  Tt  is  possible  to  lay  bare  the  alwlominal 
portion  of  the  ureter  by  a  lateral  incision,  dmwing  the  ascending  ur 
descending  colon  to  the  mc<lian  line.  In  this  way  the  {M'ritoneal 
cavity  is  not  opened.  The  ureter  is  found  lying  upon  the  psoas 
musi-h*. 

Oatheteruation.  Both  palpation  and  inspection  are  of  minor 
importance  oa  means  of  inve,stigaling  the  ureters.  Little  can  be 
positively  demonstrated  by  these  methods.  By  the  ureteral  catheter 
we  may  diagnose  to  a  certainty  the  patency  of  the  ureter,  the  exist- 
ence of  ureteral  takuli.  foreign  growths,  alricturcs,  hydroureter, 
pyoureter,  and  many  of  the  lesions  of  the  kidney  to  be  conNidercd 
later. 

The  urine  from  either  kidney  is  collected  without  mixing  with 
that  of  the  opposite  kidney  or  with  the  foreign  elements  in  the 
bladder  and  urethra. 

By  the  Nitze  method  the  catheter  is  introduced  through  the  canal 
in  the  in.ilruuieiil.  The  usual  technique  of  a  cystoscopic  examina- 
tion is  carried  out. 

In  the  Kclly-Pawlik  method  and  prpferably  in  the  elevBted 
lithotomy  position,  as  devi.se<l  by  Webster  and  I'ryor,  the  catheter 
is  directed  through  an  eiulaseope  after  a  thorough  inspection  of 
the  bluJder.  In  this  method  the  instruments  employed  are  a  conical 
urethntl  dilator,  obturators,  specula  ranging  in  siw  from  fi  to  10, 
head  rnirr()r,  natuml  or  artificial  light,  an  evacuator,  scareher,  long, 
curved  muuse-tootheil  forceps,  ami  a  flexible  ureteral  catheter. 
For  special  purposes  there  may  be  added  hfird-rubl>er  bougies,  a 
metal  ureteral  catheter,  and  a  series  of  diluting  catheters.     After 


to  the  ureter.  A  metalUr  searcher  in  made  to  Ugbtly  imping  ugaJnst 
the  mucous  membrane  in  the  supposetl  Im-ation  of  the  ureteral 
orifice.  No  force  is  to  be  used  for  fear  o(  perforating  tl»e  liliiddrr. 
The  sean-hiT  sepHmtcs  the  lips  of  the  orific-e,  which  now  present 
a  dark,  rounded  opeuing,  aod  i^  allowed  to  drop  into  the  ureter 
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bv  its  own  weight.  It  serves  as  a  guide  to  the  cutheter,  which  ts 
(Uret*(e<!  to  the  ureteral  orifice.  As  the  catheter  enters  the  ureter 
the  searcher  is  withdrawu  by  an  assistant. 

.■I  flexible  catheter  has  many  arlvanlages  over  one  made  of  metal 
or  non-flexibie  rnbl»er.    It  readilv  follows  the  course  of  the  ureter 

• 

to  the  pelvis  of  the  kidney,  and  there  is  little  danger  of  injuring  the 
ureter.  ^\*hen  it  is  desired  to  cathcterizc  the  ureter  without  enter- 
ing the  pelvis  of  the  kidney  a  shorter  catheter  may  Ik  emplo\'ed( 
one  measuring  twelve  inches,  whereas,  it  would  require  a  catheter 
twenty  inches  in  length  to  extend  to  the  kidney.  U  is  essential 
that  the  catheter  have  a  perfectly  smo«)lh  surface  and  a  hlunt, 
rounded  end  with  an  oval  eye  near  the  tip.  A  wire  stylet  is  required 
to  give  stilTne.ss  to  the  catheter  as  it  is  forced  through  the  ureter. 

^\^lere  the  Madder  can  lie  inspecte*!  without  an  aniesthctic  it  is 
usually  possible  to  introduce  a  catheter  without  causing  great  dis- 
comfort. 

It  is  important  to  thoroughly  sterilize  the  catheters  both  before  and 
after  using.  All  foreign  particles  must  \w.  removeti  from  the  lumen 
of  the  catheter.  This  can  be  done  by  me^ns  of  a  styU't  and  by 
forcibly  injecting  water  through  the  catheter.  ITiey  should  always 
be  kept  straight,  for  when  allowed  tu  roll  up  the  varnish  cracks  and 
chips  off.  Wlien  both  ureters  are  to  be  catheterized  the  speculum 
is  withdrawn  and  reinserted  l>eside  the  first  catheter.  When  one 
ureter  is  catheterized  and  there  Ls  difficulty  in  pas.sing  a  catheter 
into  the  other  urct«T,  a  fnirly  accurate  method  of  sepnratelv  col- 
lecting the  urine  is  found  in  (ximpletely  emptying  the  bladder,  after 
which  a  large  catheter  Is  placed  in  the  urethra.  All  urine  collect- 
ing in  the  bladder  while  the  urclerul  catheter  ik  in  place  is  assumed 
to  come  from  the  i)p[H>site  kidney,  ami  esiH^cially  is  this  true  when 
the  separate  collections  differ  in  character. 

Wlien.  on  account  of  an  infected  bladder,  it  is  inadvi.sable  to 
pass  a  catheter  into  the  uteni.<(,  Kelly  at)\'ises  collecting  a  few 
drops  of  urine  directly  from  the  uretenil  openings.  This  amount 
will  serve  for  a  tnicruseupic  exiiniination.  When  the  ureter  is  tor^ 
tuous  or  the  calibre  is  constricted,  it  may  l>e  impossible  to  introduce 
a  flexible  catheter.  Here  a  metal  catheter  will  be  of  service,  but 
must  be  u.Hed  with  caution  for  fear  of  injuring  the  ureter. 

Bougies  made  of  Imrd  rubber,  two  millimetres  in  diameter  and 
twenty  inches  in  length,  are  of  service  in  locating  ureteral  calculi 
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ami  in  dilating  strictures  in  the  jH'lvic  jxirtiun  of  the  uretpr.  It  is 
possible  to  push  the  Ixjugies  Into  the  peUHs  of  the  kidney  without 
inflicting  injury.  A  buUtous  eniargeninit  Ls  jilaceil  hIhiiU  seven 
millimetres  back  of  the  point.  These  biilbis  vary  in  size  from  & 
Utile  more  than  the  diameter  of  the  instrument  to  four  milliaietrcs. 

Kelly  has  ingenioiuly  devised  a  wax  tip  for  the  botifpeji,  by  which 
he  is  enableil  to  locate  ealcuU  in  the  ureter  and  pelvis  uf  the  kidney, 
longitudinal  gmovci  are  made  on  the  sides  of  the  tip  for  the  pur> 
pose  of  retaining  the  Hental  wax.  A  silk  renal  catheter  tipped  with 
wax  will  ser\'e  the  purpose  ec|ually  well.  The  sMTatch  marks  made 
by  the  calculi  are  seen  under  a  low  magni^ng  giants.  Where  the 
arrays  fail  to  det«ct  (he  stune  It  la  often  [Kissible  to  locate  it  \xf 
wax-tipped  Imugies. 

Kelly  gives  the  following  summary  in  a  recent  article  on  "Scratch 
Marks  on  the  Wax-tipped  ('atheter  in  the  Diagnosis  of  Stone  in 
the  Kidney  or  Ureter:" 

(a)  The  scratch  marks  affonl  a  valuable  confirmation  ot  the  6i)d- 
ings  of  the  T-ray  plates. 

(6)  The  wax-tipped  catheter  serves  to  distinguish  pbleboUtlis 
about  the  vault  of  the  vagina  and  in  the  {iclvic  veins  from  ureteral 
calculi. 

(c)  in  the  cases  of  .<rtout  women,  where  tlie  jsray  findings  are 
unsatisfactory  and  the  repeated  use  of  the  j'-ray  is  dangerous. 

(r£)  In  cases  uf  uric  add  and  uratie  calculi,  wherv  the  x-ray 
shadow  la  faint,  leaving  doubt  as  to  the  diagnosis. 

(e)  In  extem|X)rizcd,  hurric<l  inve.stigu lions,  when  the  »-imy 
apparatus  is  not  conveniently  acrcssible,  and  more  especially  In 
retrograde  catheterization  from  the  pelvis  of  the  kidney  dowuwan! 
in  the  course  of  a  renal  operation,  to  determine  whether  there  ore 
any  calculi  lodged  in  the  ureter. 

(/)  In  nbruus  ur  uhl  inllannnatory  thickening  alwut  the  renal 
pelvis,  which  ^ve  a  shadow  on  the  photogmphir  plate  exactly  like 
a  atone. 

Examination  of  the  Urine  Collected  from  the  Ureters.  Fol- 
lowing the  sugge.Htiuns  of  Kelly  five  things  are  iii(juire<l  into  in 
making  a  thorough  examination  of  llie  urine  collected  directly 
from  the  «rel«r  and  kidney. 

I.  The  amount  of  fluid  escaping  at  once  upon  the  introductiuo  uf 
the  catheter. 


I 


)ro|>erties,  sj 

4.  Cheniifiil  properties. 

5.  Batiuriulugical  t-oinlitiou. 
Thi'  following  |M)i[il.s  are  ol>i5on*ed  in  securing  separated  urines 

(Kelly): 

1.  The  exact  time  of  introf) action  of  each  catheter  is  nntcil. 

2.  The  time  of  withilmwal  in  noted  anil  also  written  on  a  can!, 
giving  tlie  exact  duration  of  the  flow. 

3.  The  exact  atnount  of  secretion  collected  in  the  teat  tube  is 
noted. 

4.  It  is  well  to  (^mpare  (he  rate  of  secretion,  detemiineil  by 
noting  the  amount  of  flow  in  a  given  unit  of  time,  say  from  five  to 
lifteen  minutes  or  longer,  with  the  entire  amount  passed  in  the 
twelve  houn)  during  which  the  examination  i<i  made.  If  the  amount 
secure*!  is  too  stnall  or  too  large  the  ern>r  may  W  rectified  in  this 
way.  A  nervous  patient,  for  example,  will  sometimes  pass  an 
excessive  amount  tkruugh  tlie  catheter. 

5.  An  analy.si.s  of  each  urine  i.s  made,  investigating  it.s  phy.ilcal, 
chetnitral,  microscopic,  and  bacteriological  characters.  Rspccial 
attention  must  Itc  paid  to  the  urea  as  tlte  mo.sl  important  rcprc^ 
sentalive  of  the  physiological  activity  uf  the  kidney. 


DANOERS  INVOLVED  IN  THE  CATHETERIZATION  OF  THE 

URETER. 


P 


1.  Direct  injury  to  the  mucous  membrane  of  the  ureter  and 
bladder,  thereby  creating  an  atrium  for  infection. 

2.  Ureteral  fever  not  unlike  urethral  fever  caused  by  the  passage 
of  the  ureteral  catlieler. 

3.  Cicatrization  of  the  ureteral  opening  into  the  bladder  follow- 
ing upon  trauma  proiluceil  by  the  catheter. 

4.  Hreaking  off  a  piece  of  the  catheter  in  the  ureter. 

5.  Infcvtion  of  tJie  ureter  aud  kidneys  possibly  leading  to  a  fatal 
issue. 

In  view  of  these  dangt-rs  the  indiscriminate  use  of  the  ureteral 
catheter  is  to  l>e  deprecated.  It  should  Ik*  u.sed  only  as  a  last  resort 
aud  with  extreme  caution. 
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1.  Absence  of  one  or  both  ureters. 

2.  OocIusioD  of  part  or  all  of  tbe  lumen. 

3.  Dtmble  ureter. 

4.  Ectopic  ureteral  orifice. 

5.  L>ilatation  of  a  partially  occluded  ureter. 
R.   Benrlinj;  ani!  twi-stinp  of  the  ureter. 

1.  Abiaiic*  of  000  or  both  oicten  is  u.Mially  associated  with  au 
alisence  of  the  corresponding  kiilney. 

2.  OcclniiOD  of  part  w  all  of  the  husen  «f  the  ureter  is  associated 
with  mniphv  and  cyslie  degeneration  of  the  corresporaling  kidney. 

3.  A  doable  oreter,  while  not  often  found,  is  the  commonest  of  all 
congenital  defects  of  the  ureter.  The  ureter  may  Ik  double  in  any 
|>rjrtion  of  its  course  or  may  l>egin  in  sepiirale  iinil  dislin<n  |ielves 
of  the  kidney  aud  open  separately  into  the  bladder. 

A  double  ureter  may  Ik  unilateral  or  bilateral.  The  condition 
has  no  clinical  significance.  The  clinical  diagnasis  i.s  infcrrc*!  by 
the  discover}'  of  two  separate  and  distinct  ureteral  opening.<i  inlu 
the  bladder  and  by  the  passage  of  bougies  and  catheters  into  each 
of  the  ureters. 

4.  An  ectopic  tiT«t«raI  orifie*  presents  at  a  point  outside  the  bladder. 
Wevy  often  tlii.H  i»  fuund  in  the  uretlira  and  vagina. 

Incontinence  of  urine  is  the  complaint  of  the  patient.  The  diag- 
nosis is  based  upon  direct  inspection  first  of  the  vulva,  next  of  the 
vaifina  through  a  speculum,  of  the  urethra  through  a  urethroscope, 
and,  finally,  of  l!ie  bla<lder  through  a  cysttwcojie. 

The  opening  will  l»e  recognized  as  ureteral  by  seeing  an  inte^uit- 
tent  flow  of  unne  pass  from  it. 

To  determine  whether  there  is  a  second  ureteral  opening  on  the 
same  side  a  cysfoscopir  examination  is  made.  A  catheter  or  bougie 
passed  into  the  opening  will  lie  directed  to  tlie  corre»[X>nding  kidney. 

/>.  Dilatation  of  a  partially  occluded  ureter  is  a  rare  finding.  The 
CO rre-^itoud lug  kidney  becomes  utropliied  and  cystic  unless  there  is 
an  adilitional  outlet  to  the  urine. 

6.  Bending  and  twhrtlnff  of  the  ureter  is  a-isociaterl  with  hydiT>- 
nephrosis.  which,  in  time,  may  result  iu  complete  cystic  degenera- 
tion of  the  kidney. 
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INFLAMMATION  OF  TH£  URETER. 

Vreieritis  rarelv  exists  apurt  from  b  similar  involvement  of  the 
Wailder  or  kidney,  and  is  usually  secondary  to  these  lesions. 
The  causes  of  ureteritis  are: 

1.  Kxtf'iisioii  dnwriHiird  from  llie  kidney. 

2.  Exteiisiiiii  upward  from  the  bladder. 

3.  Foreign  bodies  lying  within  the  ureter. 

Tuberculous  urethritis  is  most  often  primary  in  the  kidney, 
extetiditig  ^luwnward  to  the  ureter  and  finatly  involving  the  bladcier 
ami  urethra. 

Primary  urtteriiis  is  rare  and  probably  only  arises  as  the  result 
of  injury  by  a  ureteml  ratheler  or  stone.  Sertrrulary  iirfirritia 
arUes  from  e.xtcnsion  downward  from  the  kidney  or  upward  from 
the  bladder. 

Predisposing  causes  confined  to  the  pelvis  are  cancer  and  fibroid 
tumors  of  tlie  uterus,  the  pregnant  uterus,  pelvie  infiaminatory 
lesions  originating  in  the  gen ilo-uri nary  iraii. 

Morris  says  that  pregnancy  may  l*e  the  starting  point  of  uretero- 
pyelitis  without  the  developuient  of  cystitis. 

The  .Hlreptwoccus,  staphylococcus,  and  gonococcus  infections 
aliMosl  invariably  begin  in  t)ie  urethra  or  bladder  and  extent! 
upward  to  the  ureter  and  kidney. 

It  is  a  matter  of  common  observation  that  an  infection  may  be 
convcywi  from  the  bladder  to  the  kidney  without  leaving  an  evi- 
dent lesion  in  the  ureters,  and  it  is  also  observed  that  the  secretions 
from  the  Infeeted  kidney  may  continuously  liatbc  the  miico.sa  of 
the  ureters  without  infecting  them,  and  yet  iiifwt  the  bladder. 

The  diagno.SLs  of  ureteritis  a.s  an  independent  U>siun  is  seldom 
made;  the  clinical  picture  i.s  u.Hually  involved  in  a  cystitis  or  pye- 
luiiephritis.  The  predominant  symptoms  are  usually  those  of 
pyelitis  or  cystitis. 

Pain  and  (emlerricss  along  the  course  of  t}je  ureter  are  the  most 
characteristic  clinical  manife.statious  of  ureteritis.  Frequent  urina- 
tion with  or  without  pain  in  the  bladder  or  renal  colic  is  frequently 
the  chief  symptom. 

It  is  pos.sibte  to  outline  the  pelvic  portion  of  the  thickened, 
tender  ureter  by  a  vaginal  examination.  The  fingers  introduced  to 
the  anterolateral  wall  uf  the  vuginu  wilt  follow  the  cord  as  it  passes 
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to  the  vault  of  the  vagina  and  on  to  the  iride  of  the  cen-ix.  Ii  must 
iH>t  lie  nii<itaken  for  a  tbickeiieU  a<Iberent  tube  or  ovary.  Ilumigb 
the  rpc-tmn  the  ureter  may  lie  trace*!  to  a  higher  lerel. 

Teoderoeas  oo  pressure  will  serve  as  a  guide  to  tbe  course  uf  tlie 
ureter  through  the  alxlomen. 

In  a  n'.stoscopic  e?camination  the  ureteral  prominence  is  seen  b> 
be  injected  with  bloiMlvesseU  radiating  from  the  urelerul  orifice. 
Cloudj  and  purulent  urine  mar  be  seen  to  drip  from  tbe  orifice 
into  the  Uladder. 

A  ureteral  catheter  will  serve  to  collect  the  urine  from  the  affectnl 
ureter,  and  thU  can  be  compared  with  Uie  uriue  from  the  other 
ureter. 

Ttibareiilaiu  urataritis  U  almost  never  a  primanr  infection,  but  is 
usually  secondary  to  tulwrculous  pyelonephritis. 

We  may  tpeak  of  an  ascending  tuberculous  infection,  when  the 
lurter  la  involved  sc^tNjndani'  to  the  bladder;  of  a  tiesceixiing  tuber- 
culoua infection,  when  the  kidney  is  primarily  infected.  The  infection 
may  descend  on  one  side  and  subsequently  ascend  on  the  ottier  side. 

The  walls  of  tlie  ureter  are  greatly  thickened  ami  die  lumen  b 
narrowed  from  thickening  and  ca-icou^t  dt-generation  of  the  mticott. 
Healing  of  ulcerated  .surfaces  may  result  in  a  cicairicial  contraction 
and  obliteration  of  the  lumen;  the  ureter  may  \>c  further  obstnirted 
by  a  plug  of  eaiieous  material.  This  obfitruction  leads  to  hvdro- 
nephrosis,  and,  finally,  to  cystic  degeneration  of  the  kiilneys.  A 
tuberculous  pyonejihrosis  will  altmuit  inevitably  rE:$ull  from  auch 
obstruction. 

Tlie  st/mptorru  are  the  same  as  found  in  ordinary  forms  of  ureter 
itw,  only  they  are  more  pronounced. 

In  advanced  cases  blood  is  found  in  the  urine.  Pus  is  invariably 
present  in  the  urine,  and  in  it  tubcrcie  baeitli  are  oeoa.sionally 
fciimd.  A  positive  clinical  diagnosis  can  only  be  made  by  finding 
the  lulx*rL'l('  bacillus  in  the  urine  catlieterized  from  the  ureters. 
When  founil  in  the  presence  of  a  thickened,  tender  ureter,  the  diag^ 
nosis  of  tulM-rculous  urethritis  is  estublishnl. 

The  smegma  bacillus  closely  simulates  the  fuliercle  Iiaeillus  in  its 
size,  form,  and  staining  quaUties.  It  is  fouml  \n  the  secretions  i>( 
the  external  genitals,  and  is  not  tu  l)e  confounded  with  the  tubercle 
l>nallus.  In  n  cathoterized  specimen  no  smegma  bacilli  will  be 
found. 
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Inoculation  expeiiments  may  be  carried  out  on  guinea-pigs  and 
rabbits,  with  promising  results.  Injections  with  tuberculin  as  a 
diagnostic  measure  have  been  made,  with  positive  results. 

The  finding  of  tuberculosis  in  the  bladder  or  kidney,  associated 
with  an  irregularly  thickened  tender  cord,  should  establish  the 
diagnosis  of  the  tuberculous  ureteritis  to  a  high  degree  of  probability. 

OBSTBUCTION  07  THE  UKETEK. 

The  ureter  is  more  frequently  obstructed  in  women  than  in  men 
— a  fact  to  be  explained  by  the  pressure  exerted  upon  the  ureter  by 
swellings  of  the  uterus,  tubes,  and  ovaries. 

Oaosea.     The  following  classification  is  made  by  Kelly: 
First,  causes  actint/  from  withnii  and  occluding  the  ureter  by 
pressing  upon  it,  such  as: 

1.  Ovarian  tumors. 

2.  Uterine  tumors. 

3.  Cancerous  infiltration  of  the  broad  ligaments. 

4.  Cancer  of  the  csecum. 

5.  Retroperitoneal  pelvic  sarcoma. 

6.  Aneurysm  of  the  iliac  artery. 

7.  Scar  tissue  in  the  broad  ligament. 

8.  Perineuritis. 

9.  An  omental  adhesion  to  the  pelvic  brim. 

10.  Thickened  bladder  walls. 

11.  Sarcoma  of  the  bladder. 

12.  Pedunculated  tumor  of  the  bladder. 
Seojnd,  foreign  bodies  lodged  in  the  ureteral  canal: 

1.  Calculus. 

2.  Blood  clot. 

3.  Echinococcus  cyst. 

Third,  affections  of  the  ureteral  walls  themselves: 

1.  Ureteritis  bacilli  coH  communis. 

2.  Ureteritis  gonorrhceica. 

3.  Ureteritis  tuberculosa. 

4.  Valve  formation  in  the  ureteral  wall. 

5.  Gumma  in  the  wall. 

6.  Cancer  of  the  ureter. 

7.  Psorospermial  cysts. 
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The  point  of  obatriiction  i-s  most  frequent  in  the  pelvie  portion 
of  the  ureter.  Here  the  un-tcr  is  often  engaged  between  the  unyield- 
ing bony  wall  of  the  pelvis  and  various  tumors  and  inflammatory 
swellings  within  the  pelvis.    One  or  both  ureters  may  be  involved. 

The  diagnosis  involves  nut  orily  the  fact  of  obstruction  to  the 
ureter,  but  llie  determination  of  the  cause  of  the  obstruction,  it:i 
location,  the  rapidity  nith  which  it  has  developed,  and  the  extent 
of  the  nhstruftion. 

The  clinical  manifestations  are  variable  and  unreliable.  Pain  in 
the  re^on  of  the  kidney  and  ureter  is  the  most  constant  s}inptom, 
yet  a  mmJcratc  degree  of  obstruction  may  exist  without  causing 
symptoms.  The  more  rapiilly  the  obstruction  develops  the  greater 
are  the  clinical  disturbances. 

Fre<|uent  painful  urination  suggests  an  inflammatory  obstruction 
or  a  calculus.  Symptoms  are  particularly  unreliable  as  a  guide  to 
the  diag7»osis  in  a  slowly  developing  obstruction.  \\'here  the  ureter 
has  been  sutldenly  plugge<l  with  a  caleulu<j  or  UIikkI  clot,  the  inten- 
sity and  location  of  the  pain  are  so  characteristic  a.4  to  frequently 
serve  for  a,  diagnosis. 

In  making  a  diagnosis  of  obstrucUon  of  the  ureter  all  causes 
above  enumerated  are  to  be  sought  for.  All  swellings  of  the  pebis 
are  to  be  outlined  in  a  bimanual  examination.  Where  there  is 
frt?<piont,  {>ainful  urination  and  the  can.sc  of  the  <ILsonler  cannot  be 
locatwl  in  the  ureter  or  bladder,  it  U-comes  imperative  to  explore 
the  ureters  by  bougies  and  catheter.  An  inflammatory  swelling  of 
the  ureter  palpated  through  the  vaf^nal  wall  suggests  a  prol>able 
cause  for  the  obstruction,  but  does  not  eliminate  the  possible  exist- 
ence of  other  causes. 

The  only  positive  means  of  locating  an  obstruction  in  the  ureter 
is  by  the  |)a.ssagc  of  a  bougie  or  catheter.  The  instrument  will 
meet  with  an  obstruction  at  a  point  below  the  pelvis  of  the  ki<lney, 
or  after  passing  a  given  point  witli  some  resistance  the  constricted 
portion  grasps  the  instrument  so  as  to  rcsi.st  its  withdrawal.  Occa- 
sionally when  passing  a  ureteral  catheter  no  special  resistance  will 
be  noticeti  until  there  apjtears  a  sudden  discharge  of  an  unu.'iua! 
amount  of  Huid  which  has  accumulated  l>ehind  the  obstrui-tion. 

Ureteral  CaictUus.  ralcuti  may  lodge  at  any  point  in  the  course 
of  the  ureter,  but  are  most  oficn  fmmd  near  the  pelvis  of  the  kidnev, 
the  floor  of  the  pelvis,  and  the  tie^iure  at  the  pelvic  biim.    These 
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calculi  arc  elongateil  and  cone-shaped.     They  are  of  rare  occur- 
rence. 

The  diagnofis  is  based  upon  the  periodic  recurrence  of  a  colicky 
pain  nuliattng  from  the  kidney  along  the  course  of  the  ureter. 
Following  these  attacks  of  pain  there  may  be  a  rise  of  temperature 
ami  the  appearance  uf  blood  in  tlie  urine. 

The  symptoms  are  tlie  same  as  those  of  renal  calculi. 

The  passage  of  a  calculu^i  along  the  ureter  in  suspected  when 
,  tenderness,  and  hn'rnaluria  hiive  per»isted  for  several  days 
the  tciKlcmes5  is  f«jumi  to  de- 
scend along  the  course  of  the  ureter 
from  time  to  time  and  Ls  Anally  located 
in  tlie  bladder. 

Occasionally  the  stone  will  act  as 
E  ball-valve  in  plugging  the  ureteral 
D[)oning  of  the  pelvis  of  the  kidney. 
In  such  an  event  there  will  be  a 
temporary  hydronephroMs  with  inter- 
mittent discharge  of  the  contents 
through  the  ureter.  Under  favorable 
conditions  a  stone  may  be  palpated 
tlirough  tlie  vaginal  wall,  rectum,  or 
abdominal  wall.  In  rare  instances  a 
stone  has  been  seen  throujjh  a  cystiv- 
«cope  to  project  frunn  the  ureter  into 
tlie  blad<)er. 

When  the  stone  lies  higher  up  in 
the  ureter  it  is  detecte<l  with  abso- 
lute certainty  hy  jwissing  a  cntheter 
or  sound.  The  device  practised  by 
Howanl  Kelly  of  tipping  the  catheter 
or  sound  with  wax  is  of  special  ser- 
vice in  these  cases. 

Stricture  of  the  Ureter.    Direct 

Vmiencc   1-S  seldom  the  CHIIW  of   sine-    Th*  umw  «inl  i«iii  j  U  Ibc  kidney  %n 

ture  of  the  u«.lerbecau^  of  its  deep-  irilo'SLi::..^:*?^"'"" 
seated  position.     The  passage  uf  a 

stone  may  result  in  a  stricture,  as  may  also  long-standing  inflamma- 
tory lesions  in  and  about  the  ureter.    A  few  are  of  coageiiital  origin. 
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The  urine  may  be  voided  frequently  and  with  puin.  There  tM 
no  findings  in  the  urine  to  sii^gc^t  the  diagnasi5.  Tenderness  in 
the  flanks  Ls  a  common  complaint,  'lliere  may  also  l>e  pain  in  the 
bladder.  VVheo  the  stricture  is  within  or  Ik^loir  the  broad  Uga- 
meat  it  may  Konietlrues  be  fialpateij  through  the  vagina  as  a  finn 
ennl. 

Hjdrooreter  and  hydroQephrosis  develop  when  the  passage 
of  the  urine  is  obstntfteil.  Vywreler  and  pyonephrosis  may  de- 
velop secondary  to  an  ol^structiou  id  the  ureter  and  are  dependent 
Ujwn  a  pyo^^nic  infection.  These  conditions  are  dia^osed  by  the 
passage  of  a  catheter  Iteyond  the  point  of  obxtmetion  and  the  empty- 
ing of  the  aiTumulntei]  fluid.  Abdominiil  palpation  may  detect  a 
c)*stic  swelling.  Continuous  pain  or  intermittent  coHc  in  the  region 
of  the  kidney  and  ureter  are  highly  suggestive  of  the  condition, 
though  no  |)ositive  diagnosis  ean  lie  made  witliout  an  expIoratoTy 
puncture  through  an  incision  in  the  back  or  cntlieterization  of  the 
ureter, 

U&ETERAL  FISTULA. 

A  fistulous  communication  may  l>e  established  between  the  ureter 
and  the  ulKlotuinal  wall  or  some  part  of  tlie  genital  or  atimentaiy 
tract.  Part  or  all  of  the  urine  may  })c  directed  into  these  struc- 
tures. 

The  majority  of  ureteral  fistulie  are  caused  by  direct  injury  in 
vaginal  ami  abdominal  oj>eratiuns  and  in  labor.  Other  causes  are 
ulcerations  following  tidK-reulosis,  carcinoma,  and  foreign  Itwlies 
of  the  ureter.    Rarely  arc  the  fistula*  congenital. 

'Hie  diag?ioitui  does  not  involve  great  difficulties.  'When  but  a 
single  ureter  is  involved  the  urine  is  being  constantly  lost,  while  at 
the  same  time  the  bladder  is  filled  and  emptie«l  al  natural  inter>-als. 
Were  then*  present  a  vesicovaginal  or  vesicouterine  fistula,  such  an 
event  would  be  ilnJKl^^^ible. 

A  colored  sterile  fluid  (milk,  permanganate  of  potassium)  may 
be  injected  into  the  bladder,  and  if  the  urine  continues  to  return 
clear  no  vesicovaginal  fistula  is  present;  the  fistula  must  neces- 
sarily be  ureteral. 

Positive  evidence  is  obtained  by  exposing  the  ureteral  opening 
by  means  of  a  cystoscope  and  passing  a  sound  or  catheter  into  the 
ureter. 
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DTJUSIES  or  THE  URETER. 

The  ureter  may  be  cut,  torn,  Ugated,  or  clamped.  In  a  vaginal 
hysterectomy  ligature  of  the  adjacent  cellular  tissue  may  so  com- 
press the  ureter  as  to  cause  it  to  subsequently  slough  and  give  rise 
to  a  ureteral  fistula.  The  pelvic  portion  of  the  ureter  is  far  more 
frequently  injured  than  the  abdominal  portion. 

Diagnosis.  The  diagnosis  may  not  be  made  for  many  days, 
weeks,  or  months  after  the  injury.  This  is  accounted  tor  by  the 
time  required  for  the  slough  to  give  way  and  the  urine  to  escape 
through  the  vagina.  It  is  possible  for  ligatures  to  obstruct  the 
urine  and  lead  on  to  complete  atrophy  of  the  kidney  without  being 
recognized.  If  the  urine  escapes  into  the  free  peritoneal  cavity 
and  is  septic  a  septic  peritonitis  will  follow;  if  not  septic  no  infec- 
tion of  the  peritoneum  will  necessarily  follow  and  the  urine  will 
either  collect  In  the  peritoneal  cavity  or  escape  from  the  vaginal 
incision. 
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CHAPTER   XXXVI. 

THE  DUOKOSIS  OF  DISEASES  OF  TBE  KtPN'EY. 

TO[VK]KAriIY. 

MKTHDDa  or  Examination. 
Movable  Kidney. 

ENL.iKOEMENTtt  OF  TDE  KlIlNEV. 

Ilydroiiephrtjsis. 
Pyotiffilinwis. 
PcriiicpKric  Ahscess. 
New-formations. 
Rknal  Calcliu. 

Topography  of  the  Kidneys.    Tlie  kidneys  are  localeH  in  t^ 

IiimlHir  rt'gioii.  'Vlivy  iisuallv  fxltiu!  fnun  the  twelfth  dorsiil  ti»  tin; 
third  lumbar  vertebra;  the  left  lies  at  a  little  higlier  level  than  the 
right. 

METHODS  OF  EXAMINATION  OF  THE  KIDNEY. 

The  kidney  may  l)e  e?caimne«l  by  inspection,  pal|iuiion,  and 
percussion,  with  varying  degrees  of  success.  Recourse  to  catbeteri- 
Xfitiori  of  the  ureters  and  exploratory  incisions  are  often  necessary, 
hut  should  Ik-  re.scrvcd  as  a  IiLst  re,sort.  Their  indiscriininati; 
(»nnot  be  ttK>  strongly  condemned. 

1.  Inspection  is  to  be  carried  out  with  the  patient  in  a  variety 
of  p<jsilioii3 — t.  c,  on  her  back,  abdomenj  on  either  side,  when 
.sitting  Hiid  .standing.     (.St*-  Plate  LVIH.) 

If  the  kidney  is  normal  in  .size  and  ]Kisition  nothing  can  Ite  AJtrer* 
toined  by  inspection.  A  tluatliig  kidney  may  bulge  upon  the  ante- 
rior wall  of  the  abdomen  with  the  patient  in  the  erect  position  or 
leaning  forward.  It  is  rare  that  the  lateral  abdominal  walU  are 
ex[Hindeil  by  a  niovablc  kidney. 

2,  Palpation  of  the  normal  kidney  in  its  normal  pfuition  is  poiH 
sible  under  favorable  conditions.  The  most  favorable  position  la 
the  recumbent^  with  the  back  flat  upon  a  firm  table  or  mattrcas^ 
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shouldera  .slightly  elevated  aiitJ  Uie  knees  B(;xed.  The 
fin^rs  of  the  left  hand  steadily  anil  firmly  prens  upon  the  lumbar 
miisi-les  iinmediatfly  below  the  txwtal  arch.  The  fingers  of  the 
ri^ht  hand  »n-  prrsse^l  into  the  abdominal  wall  just  lielow  the 
costal  arch  between  the  anterior  axillar}-  and  nipple  lines.  TTie 
lower  third  or  lialf  of  the  ki4lney  should  be  puljmted  under  pe> 
fecily  nomml  conditions.  If  the  patieut  is  instructed  to  take  a 
k)ng-drawn  si^^h  the  kidney  is 
mule  to  descend  to  the  lowest 
po$!iible  level  and  13  grasped 
between  the  iwti  hand.s  as  the 
alxlominal  wall  rflaxi-.s  during  ex- 
pi  nttion. 

3.  Renal  baUottement  i.^  elic- 
ited by  (juickly  eompressitig  the 
kidney  bm-kwanl  and  forward 
against  the  op]K>siti-  hand.  The 
impact  is  not  always  discemal. 
but  seldom  fails  when  the  kidney 
is  large  or  when  muvahte  and  the 

Hftlxloniiiial  whIU  thin  and  relaxed. 
V     I'itlle  or  no  [tain  i.s  exiK^nenttvl 

from   palpating  a  nonnal  kidney 

or  new-formation    of   the  kidney. 

When  a  calculus  is  pi-csent  or  the 

kidney  iiiQameJ  there  i.s  more  or 

less  tenderness.  As  with  the  uterus 

so  with    the    kidney  we  r»?cognize 

by    [tulpatiiiM     the    po.sitii>ii,    sixe, 

mobility,  form,  and  sensitiveness  to  preasiire.    We  must,  therefore, 

reganl  palfnition  as  a  method  i»f  the  greatest  value. 

4.  FeTCHSSion  is  of  Utile  vi\\nc  in  the  physical  examination  of 
the  kidney.  rnles.»f  the  kidney  is  very  greatly  di.slended  there  will 
lie  a  tympanitic  note  over  the  kidney  anteriorly,  which  sen-es  to 
distinguish  the  right   kidney  from   the  liver  and   the  left  kidney 

^Jrom  the  spk^ii.     Pusterioriy  percussion  is  of  still  less  value.     Be- 
Hftwoen  the  kidney  and  the  vertebral  column  there  is  no  area  of 
resonance.    This,  however,  is  of  little  value  in  dealing  with  cn- 
irgements  of  the  kidney. 


Vm-lioal  wctioo  n(  lddn«y.     (GrayJ 
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5.  Oatheterization  of  the  ureters  is  discussed  on  page  o36. 

B.  The  x-rays  were  formerly  relied  upon  more  than  at  the  present 
time.  At  lime»  they  prove  most  satisfactory,  but  in  general  they 
are  unreliable,  in  the  diagnosis  of  renal  calculi.  Not  only  does  a 
shadow  often  fail  to  appear  when  a  stone  is  present  in  the  kidney, 
but  a  sha<low  has  lieen  repuatedly  found  to  imlieate  the  prcfici>ce 
of  a  stone  when  an  rxplorntorj*  operation  failed  to  find  it. 

7.  Exploratory  incisions  are  justifiable  as  a  last  resort  in  all 
enlargem('nt.4  of  the  kidney  and  in  calculi.  The  natural  range 
of  movements  varies,  but  probably  does  not  exceed  one  and  one- 
half  inches. 

MOVABLE  KIDKET. 

Under  normal  c*onditions  the  kidney  is  firmly  emitcdded  in  fat 
and  is  supported  by  the  fat,  the  overlying  peritoneum,  and  the 
renal  blooilves.seb.     (See  Plate  LfX.) 

A  movable  kidney  may  be  a  congenital  lesion,  but  U  almost 
invanubly  aciiuirtnl.  KUtLner  collected  0C7  cases,  of  which  5S4 
were  in  women  and  83  in  men.  The  same  author  observed  the 
riglil  kidney  movable  tn  553  ca.se5,  the  left  in  81,  and  l«>(b  in  93. 
Acconling  to  Kdebohls,  about  20  per  cent,  of  gjmccologiad  ctuaca 
have  a  movable  kidney.  Tight  lacing  and  pregnancy  account  for 
the  greater  fmiuency  itt  women.  Other  exciting  cau.ie-.i  are  heavy 
lifting,  absorption  of  the  perirenal  fat,  and  an  enlarged  liver  or 
spleen  crowtling  the  kidney  out  of  place.  The  greatest  uuralier 
occur  in  the  period  of  sexual  maturity,  though  the  lesion  is  not 
unknown  in  infancy  and  old  age. 

Tlie  explanation  for  the  occurrence  of  a  movable  kidney  follow- 
ing upon  labor  lies  in  the  sudden  decrease  in  the  intra-alidominal 
prcs.sure,  the  great  muscular  exertion  exercised  during  labor,  the 
relaxetl  ab<lominal  supports  after  labor,  aixl  early  rising  from 
childl^et). 

Movable  kidney  is  espe<.'ially  fre<(uent  in  women  with  long 
narrow  che-st.s  in  whom  there  i.t  not  room  for  the  kidney  to  occupy 
its  proper  plac(^.  In  the-se  women  there  Ls  u.sually  a  deficiencv  iu 
perirenal  fat.  The  cau.se  is  oceasionally  found  in  a  blow,  kick, 
or  crushing  injury. 

Tlirei^  degrees  of  mobility  arv-  rt-i'Dgnized:  the  paljKtlile  kidnrjf, 
when  the  range  of  motion  is  limited,  yet  the  kidney  can  be  pal- 


Situation  of  the  VIsoara. 


Dutltnen  nf  heart  and  vtasrls — l)n>4<l  rM  linm.  Mnrgim  fl(  lun^  unH  individual 
lob**— 'liMlc'l  Krwn  linw  Limit*  of  pleura]  mh* — *i*litl  crccn  line*  Liver— rcil 
shading.     Stomacb-~gnen  shMUng.    (In  p«n  aftof  Hl»-SpAlt«liolx  nnd  LtiK-hkB.) 
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psted;  movable  kidney,  when  Uie  miige  of  motiun  U  nut  beluw  the 
level  of  the  umbilicus  and  is  behind  the  peritoneum;  and  ffoating 
kidneif,  when  the  kidney  can  be  nioveil  beyond  tlie  median  hue  of 
the  alHlomen  and  1>elow  the  level  of  the  utnbilieus.  It  is  poivsible 
for  the  kidney  to  be  at  tlie  brim  of  the  pelvis.  A  palpable  kidney 
may  tie  converted  into  a  movable  kidney,  and  thi^  in  turn  into  a 
floating  ki<lney. 

The  DiagnoBiB.  Tlie  diagniKii^  xs.  .seMum  difticuh.  'Die  kidney  is 
usually  recopiized  by  its  position,  size,  form,  consistency,  sensitive- 
ness, and  replaceability.  N'o  .syuiptutns  may  he  couipluined  of  in 
the  lesser  degrees  of  mobility.    Tliiwe  commonly  complained  of  arc: 

1.  Pain,  which  is  often  complained  of  a^  a  drawing,  weighty 
sensation  in  the  side  and  back,  as  an  acute  pain  between  the 
shoulders,  and  more  rarely  as  di.stinct  paroxysms  resembling  renal 
colic.  The  pain  is  usually  relieved  by  lying  down  atid  aggravated 
by  standing  and  walking.  During  the  attacks  of  renal  colic  the 
kidney  U  sometimes  felt  to  be  sensitive  and  distendeil  by  the 
oKstnietefl  urine.  Tlu-  urine  is  often  scant  and  may  <X)ntain  allm- 
min,  casts,  and  blood.  Shortly  after  the  attack  has  pasised  there 
may  l»e  polniria  followed  by  a  quick  return  of  the  urine  to  the 
oormal  amount.  In  the  great  majority  of  cases  the  urine  is 
negative. 

2.  Digtstiv*  disorders  are  frequent  and  important  complaints. 
Tliey  consi-sl  nf  iiuu.se»,  voiniling,  anorexia,  constipation,  or  con- 
stipation alternating  with  diarrhcra. 

I^etl's  crises  are  acute  attacks  of  colic  associated  with  nausea 
ami  vomiting,  often  with  abdominal  tenderness  and  detention. 
These  attacks  may  be  followed  by  collapse  and  death.  Tlie  ex- 
planation for  the  crises  hes  in  the  twisting  and  kinking  of  the 
pedicle  of  the  kidney.  Temporary  kinking  of  the  ureter  leads  to 
hydnincphrosis  and  )H>rn)aneiit  kinking  to  atroj>hy  of  (he  kidney. 

3.  Oeneral  nervotu  dlstarbuicfla  may  arise  and  no  doubt  are 
aggravatei]  by  a  movable  kidney,  but  their  clinical  importance  is 
not  to  he  overestiniateil. 

On  physical  sxamination  the  kidney  is  recognized  by  its  charac- 
teristic slia|ie,  size,  outline,  sensitiveness  to  pressure,  and,  finally, 
by  the  ability  to  replace  it  to  the  normal  location  of  the  kidney. 
The  importnnw  <if  more  than  one  examination  where  a  movable 
kidney  is  su3|>ectcd  and  is  not  recognized  on  first  examination  is 
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emphasizeil  by  the  fact  that  a  movable  kidney  is  not  at  all  tirocA 
movable,  nor  can  It  at  all  times  be  disluiged  from  its  normal  loca- 
tion. 

When  the  kidney  is  recognixed  as  movable  we  are  not  lo  at  once 
conclude  that  the  symptoms  complained  of  are  cauiied  by  the  mov- 
able kiilney.  A  earefid  ronsideratinn  of  the  pelvic  and  abilominal 
organ.s  and  of  ihc  general  temp^-ramcnt  of  the  patient  is  aI>solute1y 
esHential  to  a  final  matured  judgment. 

Differential  Diagnosis.  Enlarged  Qall-bladder.  This  U  more 
often  iiiLsUikeii  fur  a  flouting  kidney  tliun  any  other  condition. 
With  a  (]istemle<l  gall-blad«ier  there  is  no  h-.-w  mobility  than  is  cotn- 
mon  to  a  movable  kidney.  It  is  impossible  to  crowd  a  gall-bladder 
downward.  It  remains  in  close  proximity  to  the  alMioniinal  walls 
in  any  position  the  paiient  may  assume,  while  a  movable  kidney 
will  .shift  iu  position.  It  may  be  possible  under  aniesthenla  to  pal- 
pate the  kidney  Independently  of  the  gall-bladder.  It  occasionally 
hap]>ens  that  the  two  conditions  are  associated.  Both  conditions 
are  more  frii|Ufntly  met  with  in  women  than  in  nun, and  ihe  rij 
kidney  im  far  more  often  movable  than  the  left. 

In  the  ca.se  of  gall-bladder  distention  tliere  i.s  commonly  n  hSi^ 
tory  of  JEiunditv  at  some  time  In  the  course  of  the  disease. 

Movable  Spleen.  .\  movable  left  kidney  may  be  mistaken  for  a 
movable  spleen.  In  the  alisence  of  a  movable  right  kidney  it  may 
Iw  a.s.snincd,  with  a  fair  degree  of  as.suninw.  that  the  left  ktdnev 
is  not  movable.  I  have  never  seen  the  left  ki<lney  movable  urxl 
the  right  kidney  fixed  in  its  normal  portion.  A  movable  .splem 
will  be  identified  apart  from  llie  kidney  by  the  aksence  of  splenic 
dulness  at  the  nonnal  situation  of  the  spleen,  by  the  notch  in  its 
inner  bonier  %vhich  is  in  contrast  to  the  rounded  depres^on  in  the 
kidney,  and,  lastly,  by  palpating  the  kidney  imlependently  of  the 
spleen. 

Ovarian  and  uterine  tumors,  cancer  of  the  pylorus  ami  pancreas, 
pancreatic  cysts  and  a  "corset  liver/*  have  been  mistaken  for 
movable  kidney. 
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The  lesions  tending  to  enlarge  the  kidney  are  liydronephrosw. 
pyonephrosis,  alKcess,  perincphiic  absce-ss,  and   new-formations. 
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Such  enUrjijcinents  mav  be  fleUvtrH  liy  pAl[>ation  and  pcrciisMon. 
Coni]mnsi>n  of  the  twu  kidaera  will  be  of  value  in  estimating  the 
increase  in  si/e. 

Hydronephrosis  consists  in  a  distention  of  the  pelvis  of  the  kid- 
ney with  urine,  and  is  rau.tnl  hy  an  oKs(nifti<in  of  the  ureter  faee 
paf^  .541 ).  It  is  congenital  in  alxKil  one-third  of  all  cases.  Tlie 
most  fre4(uent  causes  are  renal  calfuli,  pressure  from  surrounding 
tumors,  and  kinkinf^of  the  ureter  in  a  movable  kidney.  \a:ss  com- 
mon causes  are  urethral  stricture,  jwritonitic  hands  and  adhesions, 
cnlar^'d  glands,  exostosis  and  slriciures  resulting  from  traumatisms. 
Of  all  causes  of  hydronephrosis  by  far  the  greatest  is  midignaat 
pelvic  lesions.  Hetroflexion  of  the  uterus  with  odhcsions  has  lieen 
known  to  cause  hydronephrosis.  One  or  both  kidneys  may  be 
difiteuded  or  the  distention  may  be  confined  to  a  part  of  one  kidney. 
The  distention  of  but  one  calyx  has  given  rise  to  an  abdominal 
tumor.  Malignant  and  iiiBammatori'  lesions  in  the  bladder  may 
obstnict  the  ureteral  opening.  The  healing  of  uleers  in  the  ureter 
and  about  the  ureteral  prominence  in  the  bladder  is  known  to 
obliterate  the  lumen  of  the  ureter. 

Whatever  the  cause  of  obstruction  to  the  urine  in  the  ureter, 
there  is  an  uii'uiiudalion  of  urine  in  the  pelvis  and  irifundibulum. 
As  tlic  tension  increases  the  papillip  atrophy,  and,  Hnally,  (he  kid- 
ney becomes  almost  completely  atrophied  and  replaced  by  rystic 
spaces. 

However  great  the  distention,  there  is  nearly  always  some  renal 
tissue  to  be  found. 

A  strange  observation  is  that  hydronephrosis  Lt  most  extreme 
where  the  oljstritctioti  is  not  eninplete  and  where  the  urine  is  dis- 
charged intermittently.  Where  ihc  ol>stniction  is  complete  the 
kidney  usually  atrophies,  and  hytlroneplirosis  may  not  develop. 
'llie  distention  may  Im?  enormous,  filling  the  entire  alwlomen;  this 
distention  suggests  the  presence  of  an  ascitic  accumulation  or  an 
ovarian  cyst.  Hie  proportion  of  hydronephrosis  causing  an  abdom- 
inal (urnor  is  very  small. 

Hydronephrosis  has  been  known  to  distend  the  alxlomen  like  a 
large  ovarian  rv'^t. 

The  Diagnosis.  On  physical  examination  a  tumor  occupies  the 
renal  region.  When  in  doubt  a.s  to  the  nature  of  the  swelling,  it 
should  be  aspirated.    The  fluid  of  hydronephrosis  is  clear  or  turbid, 
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and  there  are  present  urea,  urir  ariit,  niul  stime  alliumin.  In  cases 
of  tong  standing  tJie  urinary  cU'inents  may  (llsapfjC'ar,  so  that  a.'^pira- 
tiuii  CUM  no  inun;  than  identify  tlie  tiini(»r  ;u  (rystic.  Nolhiii};  <'an 
be  told  of  its  origin  from  the  aspirated  fluid. 

Intomuttdlit  hydronepbrosis  is  u.s.st)ciute<l  with  a  nmvuble  kid- 
ney in  iiUjiii  oiu'-thini  of  all  cases  of  hydronephrosis,  and  is  ex- 
plained in  sudi  cases  hy  the  occasional  kinking  of  the  ureter.  The 
pelvis  of  the  kidney  distends  and  discharges  at  interval,  to  again 
refill,  h  is  po-wlhlo  for  tho  fluid  to  l>o  evacuated  and  never  rc-fill. 
Suppuration  may  follow,  converting  a  hydronephrosis  into  a 
pyonephrosis. 

Pyonephrosis  (Pyelitis^  A  purulent  .secrKion  coll«.-ts  in  iKe 
pelvis  of  tlu-  kidiu-y.  The  suppurative  prooe.is  may  extend  to  ibe 
kidney  substance,  giving  rise  to  a  pyelonephritis.  The  kidney 
substance  atrophies,  and  little  nther  than  the  capsule  may  remain 
to  form  the  abscess  sac.  The  lesion  may  involve  one  or  both  ki<I- 
neys.  Surrounding  the  kidney  is  more  or  less  uf  an  iiiflaiuinatuiy 
reaction  which  results  either  in  the  formation  of  fihrottpomaiotis 
tissue  or  pus.  The  fluid  contents  of  the  kidney  may  l>e  pus  mixed 
with  urine  and  blotHl  or  pus  alone.  (Vlruli  may  lie  founil  in  the 
pus  cavities  of  the  kidney,  and  are  often  to  be  regarded  as  the  cause 
of  the  pyonephrosis."  They  may,  however,  develop  secondary  to 
tlie  pyonephrosis.  The  microH)rpaiiisms  tuosl  often  found  in  the 
pus  are  the  colon  bacillus,  .staphyUicuccus,  strcptucuccus,  Itacillus 
tuberculosis  ami  proteus 

Tliu  caosfls  of  pyonephrosis  are  renal  calculi,  tuberculasls,  acute 
and  chronic  infcctioas  <Useasrs,  decompose*!  urine  in  a  hydroneph- 
rosis, cystitis  from  various  causes,  and,  finally,  movable  kidney. 

Pyogenic  organisms  are  essential  to  the  development  of  p\'o- 
nephrosis. 

The  diagnosla  is  based  u|M>n  tlic  subjective  symptoms  of  infection. 
Ujwn  the  lo^i-al  findings  in  an  externa!  examination,  culhetcrizalion 
of  the  ureters,  and  urinalysis.  Chills,  sweating,  and  an  irrcj^uUr 
fever  may  indicate  a  pus  infection.  The  pain  in  the  renni  region 
would  suggest  the  site  of  llie  infection,  though  it  must  be  remem- 
berefl  that  the  pain  may  l>e  late  in  appearing  or  wholly  wanting. 
T)ie  patient  tiecomes  anaemic  and  loses  flesh.  .\  tunmr  mass  is 
felt  in  one  i)r  lK)tli  ades^  which  is  tender  to  pressure  and  may  assume 
large  proportions. 
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The  size  of  the  tumor  varies  froDi  time  to  time,  and  is  lu  Inverse 
proportion  In  the  (iUcharge  of  pus  in  the  urinK. 

The  urine  alvvay-'f  <'ontain»  pu:i,  usually  ca-sL*;,  and  somt-limrs  bits 
of  rciml  t!5.sue.  Hie  amount  of  pus  in  the  urine  dcpemts  upon  the 
paleiu-^'  af  the  ureter  on  the  affected  side  and  the  quantity  of  pus 
pnxhieed  in  the  kidney.  Hence  the  (juuutity  uf  pu.s  in  the  urine 
may  vary  fmni  mwh  lo  nothing.  It  M  acid  in  reiictinn  unless  dc^ 
cimiposilion  tiikra  place  in  the  blathler.  The  quantity  is  diniinyiet) 
unle.V)  there  is  eompensation  from  the  other  kidney.  A  jiositive 
diagnosis  is  mode  hy  nn  exploratory  puncture  or  incision  through 
the  back  or  by  a  cystoscopic  examination  and  catheterization  of  the 
ureter  unil  jK'lviu.  It  is  not  only  [XNisihIe  to  withdraw  the  pus  from 
t)ie  pelvis,  but  permanent  cures  have  l>een  eff»'cted  by  irrigating; 
the  pelvis  of  tlie  kidney  ihrnufjh  a  ureteral  catheler. 

By  eatheterizing  the  ureters  it  is  possible  to  positively  demon- 
strate the  involved  kidney  and  to  exclude  eystiti-s  and  ureteritis. 

\  WcterioUif^iciil  examinatiut)  of  the  pus  shoulil  be  inmle.  The 
presence  of  lulxrcle  biicilli  will  identify  a  tulwrculous  pyonephrosis. 

DillereBtial  Dla^oau.  All  the  lesions  which  have  been  enumerated 
io  the  differential  dia^jnosis  of  hydronephrosis  arc  lo  be  considered 
here  and  do  not  demand  rei>etition.  Wlien  we  have  arrival  at  liie 
diagnosis  of  hydronephrosis  or  pyonephro«ia  on  tlie  one  ade  as 
op|M).sed  to  all  other  cuinlitions  we  are  then  lo  distingui.sh  lietweeu 
the  two  condition.-*.  In  doing  so  we  are  to  remember  that  febrile 
symptoms  speak  for  ]jyonepim>.si;i.  The  presence  of  pus  in  the 
urine  would  l>e  in  favor  of  pyonephrosis,  though  pus  is  not  invariably 
present,  and  on  the  other  hand  pyuria  is  known  to  hydrosalpinx 
— the  pus  coming  from  a  source  Iwlow  the  kidney.  The  greater 
(he  lerKlerness  to  pressure  the  more  likely  is  the  kidney  lo  contain 
pus. 

(Ireater  difficulty  will  be  experieneerl  in  di.stinguishing  pyo- 
nephrosis from  a  perinephrilic  abscess.  If  on  repeated  examina- 
tions no  pus  hiLs  been  delected  in  the  urine,  and  there  Imve  been 
no  attacks  of  renal  txihc,  the  weight  of  evidence  would  I>c  in  favor 
of  a  [K'rincpbrilic  abscess  as  opposed  to  pyonephnjwi.-i.  An  explor- 
atory incision  should  he  resorted  to  with  little  hesitaney  ina.smuch 
OS  it  would  he  the  proper  procedure  in  either  ease. 

b  the  Lesion  Unilateral  or  Bilateral?  In  al>i>Mi  half  the  cases 
both  kidneys  are  involved.     L'mlateral  involvemenl  is  more  com- 
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mon  in  the  eurly  »tage.    Wi 


assume  titat  one  ktdnev  is  atone  afTvcte*! 
whfti  the  pain,  tcndenie.'is.  and  enhirpement  are  confineil  in  nne 
kidney,  tliough  a  positive  diagnosis  can  only  l>e  made  of  a  lit'althv 
kidney  on  the  opposite  side  by  catheteri'/iiig  tlie  uret«r. 

PERINEPHRIC  ABSCESS. 


Etiology.  Abscenses  about  the  kidney  arc  often  observed  in 
women.  They  ott-iir  niiirv  fn-^iuently  in  Hi]ult5.  but  are  known  in 
infancy  and  childhood.  They  may  be  cla^jsed  as  primary*  and 
secondary. 

Primary  perinepliric  abscesses  are  usually  irarimaiic.  They 
rarely  result  from  exposure  to  cold  or  as  a  eoinplitrMlion  of  *nnic 
itifectious  disease. 

Seconduy  perinephric  abscesses  constitute  the  jfreater  number. 
They  are  tbc  result  of  lnfcction.s  of  the  kidiu-y  and  to  a  lesser  extent 
of  fi'nal  calculi.  IsolatE^d  cases  cM'cnr  from  extension  frtmi  .nur- 
rounding  structures — i.  e.,  appendix,  tutH>-ovarian  abscess,  cbole- 
cystitLs,  enipyeinH,  alKsceiu  of  the  lung,  anil  perforation  of  a  typhoid 
or  Iu1mt<  iiKhi.s  ulcer  of  the  bowels. 

Diagnosis.  The  symptoms  of  a  primary  affeeiion  may  di^iijte 
those  referable  to  perinephritis.  .\3  a  rule,  tlie  symptoms  are  uiiinijt- 
takable.  All  the  general  symptoms  of  infection  are  to  be  expected. 
This  inchidcs  rise  of  temperature,  chills,  sweating,  loss  of  appeiiie, 
Vomiting,  and  jiossible  delirium.  These  .symptom.s  will  Im>  nuini- 
fe-st  in  proportion  to  the  acuteness  of  the  infection.  The  general 
symptoms  may  approach  the  typhoid  state,  ami  again  may  suggest 
maltiria.  The  presence  of  pus  may  !»e  first  indicated  by  a  blotxl 
e.xmninalion  in  the  6nding  of  leukocytosis. 

Pain  i.s  an  early  symptom.  It  i.s  dc^icribed  as  divpand  aching,  and 
sometimes  darting  pain.-)  which  are  located  in  the  region  of  the  kiitnry 
ami  spread  in  all  directions,  particularly  <lownwurd  to  the  thigh, 
Iiyjwgaslrium,  and  groin.  The  pain  may  cense  for  some  days  or 
Weeks  and  again  appear.  There  is  a  sense  of  weight  an<t  fulness 
in  the  side.  On  examination  there  is  a  correspcmding  sense  of 
resistance  even  before  the  tumor  is  palpable.  I^ter  this  resistance 
may  give  way  to  fluctuation.  The  degree  of  ftucluation  is  dcfiendeni 
u^mn  the  amount  of  puK  and  the  thicknejH  of  the  alMlominal  w.ill. 
The  overlying  skiu  may  be  cedematous  or  cougtated. 
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A  peculiar  lutueriess  !s  often  an  early  stgti.  The  patient  walks 
with  thi'  cDiTespDiiiliiig  h'g  flexi'*!,  (hi*  IkmIv  slotipwl  and  leaning  to 
llie  afTeclLiI  :i>i(le  with  tlir  huiiil  resting  upon  the  thigh.  There  is 
an  inability  to  extend  the  thigh  on  the  afTerleif  side.  This  attitude 
relaxes  the  psoas  musele  and  thereby  relieves  pain.  There  is  mnh- 
ing  ilinratlrri."itir  uf  (lu-  UTtion  in  ihf  iirin*-. 

Differential  Diagnosis.  I.  Aflaetions  of  the  kidney  are  often 
associatetl  with  periiiephntic.Bl»ce:u,  and  are  usually  the  primary 
Icaon.  In  general  it  may  lie  said  that  kidney  lesions  us  compared 
with  pcnnephriti.s  are  «lee]>or  seiitctl.  more  eireunisrribed  in  their 
outline,  the  urine  usually  contains  pus  and  possibly  blood  castti 
and  albumin,  antl  there  is  no  superficial  oedema. 

2.  Ittunbaffo  i.H  ac-rompanied  by  many  symptoms  which  suggest 
a  pi'rinfpbrir  alwcess.  Tlie  ]min  and  tenderness  are  confined  to 
the  lumbar  region  and  <Io  not  involve  the  front  of  the  renal  region. 
There  is  no  sen,se  of  resistance  or  fluctuation  to  Iw  elicited  on  ]»!- 
pating  the  kidney. 

li.  Marbiu  Oozb.  The  characteristic  attitu<le  of  peritiephritis 
above  referred  to,  together  with  pain  referred  in  (lie  hi|)-  ami  kne*"- 
joints,  suggests  tulicrculosis  of  the  lii|»-](iiiil.  It  will  be  ohserv'ed 
in  perinephritis  that  the  hip-joint  |K-nntis  uf  p-rfiK-i  freedom  in 
flexing  the  thigh  npon  tlie  abdomen  and  in  external  rotation,  in 
fact  the  pain  Is  leAsenc<i  by  so  doing.  There  is  an  altsence  of  pain 
and  fulness  over  the  hip-joint,  both  beiitg  elicited  at  a  higher 
level. 

4.  Psoas  absceii  and  perinephric  abscess  arc  frerjucntly  con- 
fused. The  pain  complained  of  may  W  of  the  same  character 
ami  its  U>aition  praciirally  the  same.  Furthermore,  the  attitude 
of  the  jMitient  in  the  two  conditions  is  very  similar.  There  is  the 
lateral  inclination  of  the  tnink  and  the  inability  to  extend  the  leg 
on  the  corresjMJiuling  side.  A  perinephric  abscess  has  been  known 
to  riiptiiri!  into  the  sht^lli  of  the  [ji^oas  miLscle.  In  such  an  event 
the  diagnosis  wotiUl  l>e  imims-siblc  .short  of  an  exploriitory  incision. 
It  would  then  t>e  a  psoas  abscess  fonned  from  a  perinephritic 
abscess.  The  reverse  is  possible,  llmt  is,  a  |>suas  abscess  may  l>e 
extended  into  a  [lerinephritic  abscess.  Evidence  of  spirmi  caries 
will  aid  in  establishing  the  diagnosis.  Tlie  tendency  for  \kkm& 
abscess  to  point  Mow  Ponpart's  ligament  is  unusual  for  a  peri- 
nephric alMcess. 
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When  the  l^on  is  confined  to  the  left  sida 
question  of  append k-itis.     When,  however,  the 


5.  Appendicitia. 
there  can  \te  no 
right  side  U  aflui'lerl  |M;nnephrilis  anil  appendicitis  may  show 
iilentical  signs  and  symptonu.  The  location  and  character  of  the 
pain  inay  be  the  name  in  the  two  lesioat;  more  than  this,  the  attitude 
of  the  tnink  and  fY>rres[K>nding  leg  may  )>e  the  same,  the  abscefs 
may  occupy  similar  locations,  and  the  area  of  (enderne&s  may  be 
the  same.  Constipation  may  he  equally  stubborn  in  the  two  con- 
dilions.  We  find  jH'rincphrie  absccises  tending  to  gravitate  in(o 
the  up[)endtcal  n^on  and  an  appendical  aliscess  finding  its  way 
lo  the  renal  region.  It  may  be  said,  therefore,  that  it  is  not  always 
pu.<aible  to  distinguish  between  tlie  two  conditions.  Tliat  wliich 
can  be  most  dei)enfJe4l  upon  in  the  tlifferenlial  <liagnosisisthe  loca- 
tion of  the  {>ain.  In  perinephritis  the  puin  is  usually  greatest  in 
the  ilim-MstJil  sjHice,  wiierea.s  in  appendicitis  tlie  pain  is  more  often 
located  in  the  iliac  fassa. 

Is  the  Perinephric  Abscess  Primary  or  Secondary?  'J'Uis 
quc-ttion  naturally  follows  upon  the  recognition  of  the  abscess  and 
demands  solution.  Since  a  large  percentage  of  tlie^  caaes  arises 
from  calculi  and  pyoriephra-iis  we  arc  first  (o  kwU  f(tr  evidence 
of  rt'ual  ilisrji.s(;  in  tlic  liistorj'  of  renal  eolie  and  in  the  finding  of 
pus,  blood,  and  casts  in  the  urine.  Excluding  a  renal  affwtlon  wc 
proceeil  to  con.sider  all  of  the  various  causes  enumeratctl  under 
etiology  of  perine])hric  abscess.  Finding  no  caiLse  for  the  lesion 
it  must  be  reganle<l  us  primary.  A  fistulous  coramuntcation 
between  the  abscess  and  bowel  or  between  the  abscess  ami  kidney 
does  not  in  itself  indicate  that  the  perinephric  abscess  is  secondary. 


TUBEROULOSIS  OF  THE  EIDNZT. 

Etiology.     The  essential  cause  of  tuberculoisis  of  the  ki<lney  is 
the  tulnTcle  biicillu.s.    Tubercle  bacilli  are  conveyed  to  the  kidney: 

1.  By  way  of  the  lyiupliutics. 

2.  By  way  of  the  blood ves.<tcls  both   in   fntrnuterine  ami  extra- 
uterine life. 

3.  Dy  extension  from  the  bladder  and  ureter. 

4.  By  e.^tension  from  surrounding  structures. 

The  presence  of  tubercle  tuicilli  in  the  urine  does  not  necessarily 
imply  tuberculosis*  of  the  kidney,  for  it  is  well  known  that  the  oigao- 


p 


I 


ism  ia  the  blooil  may  be  s«!crete<l  Ity  the  kidiU'V  wilhout  infeetiiij^  the 
kidney.    It  rerpiires  other  foreign  elements  to  eslablUb  the  diagnosia. 
Of  ibe  pretj imposing  causes  we  have: 

1.  Afe.  The  period  of  greatest  frequency  is  childhooti  and  early 
twlult  life,  though  no  age  i^  exempt  from  the  intrauterine  period 
to  extreme  old  age. 

2.  Trauma  is  undoubtedly  an  etiological  factor.  A  direct  htow 
to  the  loins  has  been  known  to  )>r  fnllowMJ  l>y  tnbemilous  infection. 

3.  Retention  of  mine  from  whatever  caui^e  is  a  predisposing  factor. 
Diagnosis.    Tuberculosis  of  the  kidney  is  fre(|uently  overlooked 

when  complicating  other  forms  of  the  diseaw  because  of  the  frcfjuent 
absence  of  any  definite  symptonu  which  would  direct  attention  to 
the  kidney.  Tlic  urine  mHy  W  [HTfectly  normal  with  the  exception  of 
bacilli,  which  are  often  overlooked.  On  the  other  hand,  the  symp- 
toms may  point  unmistakably  to  tul>erculou.s  infection  of  Uielwhiey. 

1.  General  STmptoms.  The  hectic  temperature  reaching  104° 
in  the  evening  and  iissiK-iotetl  with  night-sweata,  progressive  nntemin, 
emaciation,  general  weakness,  anorexia,  cedema  of  the  legs  and 
feet,  frequent  and  painful  urination,  are  general  symptoms  which 
must  lie  regnnled  as  highly  suggestive  of  renal  tuberculosis. 

2.  Pain  in  the  n^nal  region  is  an  almost  cnn.slant  .s\'niptom  and 
is  often  the  first  e\'idenee  of  the  disea.se.  However,  the  entire 
course  of  the  disease  may  W  run  with  no  pain.  The  pain  is  usually 
afMociatetl  with  tenderness  in  the  loins.  Stjmetimes  the  pain  is 
thai  of  retiai  colic,  which  may  l»e  explaineil  by  the  plugging  "f  the 
ureter  with  caseous  mawies. 

3.  Enlargement  of  the  kidney  is  to  be  expected  in  tuberculous 
nephriti.s.  This  is  almost  invariably  the  case  in  the  advanced 
HtJige,-^.  Indeed,  the  erdargevl  kidney  may  be  tlie  only  evidence  of 
the  lesion.  Tlie  enlarged  kidney  may  retain  its  characteristic 
slm[)e  or  may  l>e  irregular  in  its  outline  from  protruding  caseous 
area.s,  abscesses,  or  distended  pelvis. 

The  urine  will  show  some  abnormalities  in  the  course  of  the 
dUca.se.  Frw|uent  and  painful  urination  marks  a  late  development 
of  the  lesion.  In  the  early  stages  the  urine  may  (-oiitain  no  foreign 
substances,  but  sooner  or  later  there  are  addtnl  lu  the  urine  blood, 
pus,  casts,  caseou.s  debris,  and  tubercle  bacilli.  Hfpmatiiria  may 
he  the  first  evidence  of  the  ilisea.se.  In  examining  the  urine  for 
the  presence  of  tubercle  bacilli  repeated  examinations  of  ceatri- 
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fuged  specimens  may  be  zequired.  It  may  be  necessary  to  make 
inoculation  experiments  where  cover-slip  preparations  fail. 

Differential  DisgiuwiB.  Bwul  ealentos  may  present  a  clinical 
picture  of  renal  tuberculosis  in  the  early  stage.  Renal  colic  from 
either  cause  produces  the  usual  train  of  symptoms.  Following 
the  attack  of  colic  it  may.  be  possible  to  find  a  renal  stone  or  a 
caseous  particle  in  the  urine.  In  all  doubtful  cases  the  urine  must 
be  carefully  searched  for  tubercle  bacilli.  The  x-n.y  will  be  of 
occasional  value  in  diagnosns.  The  constitutional  signs  of  tuber- 
culosis are  to  be  seriously  considered  in  determining  the  diagnosis. 
The  two  lesions  may  co-exist. 

Bappmative  pyelonaphritU  cannot  be  distinguished  from  tuber* 
culous  nephritis  with  certainty  without  the  finding  of  the  tubercle 
bacillus  in  the  mine.  It  is  important  to  consider  the  family  history, 
to  look  for  tuberculosis  elsewhere  in  the  body,  and  to  inquire  into 
the  development  of  the  disease. 

Tnmofs  of  the  kidney  can  usually  be  distinguished  from  tuber* 
culous  nephritis  by  the  pronounced  swelling  and  the  absence  of 
pus  and  tubercle  bacilli  in  the  urine;  also  by  the  absence  of  a  family 
history  and  constitutional  symptoms  of  tuberculosis. 

NEW-rOBUATIONS  OF  TBE  KIDKET. 

I.  Benign. 

1.  Fibroma. 

2.  Adenoma. 

3.  Osteoma. 

4.  An^oma  cavemosum. 

5.  Leuksemic  tumors. 

6.  Lipoma. 

7.  Cysts. 

a.  Serous. 

b.  Polycystic. 

c.  Dermoid. 

d.  Hydatid 
II.  Malign.\nt. 

1,  Carcinoma. 

2,  Sarcoma. 

3,  Hypernephroma. 
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Few  of  the  lienigii  tumors  ever  attain  to  a  large  size.  As  a  rule, 
tiiey  ar*-  \\*i\  1o  l>e  «iistiiiiriii»li':''l  fliiiU-ulIv. 

Frequency  of  Renal  TomorB.  While  tiew-rormations  of  the 
kiriney  arc  not  cntnnion  they  are  of  sufficient  elinical  importance 
to  demand  careful  consideration.  About  40  per  cent,  of  renal 
tumors  are  ftarcomata.  05  per  pent,  carcinomata,  12  |>er  cent,  cysts, 
11  per  cent,  atlviiumstu,  while  other  funnji  are  of  extreme  rarity. 

Age.  No  age  is  exempt.  These  tumors,  and  esperiatly  sarcoma 
KMiI  carcinoma,  are  vastly  more  frequent  iD  itifaucy  and  early 
childhoo«l,  t!iouj;li  they  have  l»ecn  known  tn  the  eightieth  year. 

Chaiact^eristic  Features  of  Renal  Tainor&.  I.  Tlie  colon  lies 
in  front  of  tlie  tumor  unless  the  gn>wlh  is  extremely  large,  when 
the  kidney  may  bul^e  the  anterior  alxtominHl  wall.  In  exceptional 
QnAt:s  tbe  empty  euluii  can  be  felt  ill  front  of  tlie  kidney.  In  tumuDi 
and  other  enlargements  of  the  liver  the  bowel  may  very  rarely 
lie  in  front  of  the  liver.  In  splenic  tumors  the  bowel  never  lies  in 
front  of  tbe  spleen.  Tbe  position  of  the  bowel  is  recognized  by 
the  tympanitic  note.    Inflation  of  the  colon  will  assist  greatly. 

2.  A  renal  tumor  when  large  may  lie  seen  to  bulge  upon  the 
anterior  aUIominul  wall,  but  it  never  pnjtrudes  Imckwanl  into 
the  Initio.  Splenic  tumor.s  may  be  .seen  to  bulge  Ijoth  fom'ard  and 
backward, 

3.  Between  the  spina)  groove  and  the  kidney  there  is  no  space 
demonstrated  by  a  tynipnnitie  note,  as  is  the  case  with  the  spleen. 

4.  Rena)  tumors  may  descend  on  deep  inspiration,  but  not  to 
the  ilegree  observ'etl  in  s])leiiic  and  hepatic  tumors. 

5.  All  surfaces  and  margins  of  the  kidney  are  rounded,  which 
is  in  marketl  contrast  to  the  angular  margins  of  both  spleen  and 
liver.  This  does  not  iipply  to  large  tumors  occupying  a  portion  of 
the  ki<lney. 

6.  The  character  of  the  urine  is  usually  highly  .suggestive.  Hiema- 
turia  is  an  all  but  constant  s\'mptom,  though  the  urine  may  be  nor- 
mal where  the  tumors  do  not  involve  the  parenchyma,  or  where 
the  ureters  are  kinked  i>r  phiggc^l. 

Differential  Diagnosis.  1.  Splenic  Tumor.  On  palpation  the 
margins  of  un  enlarged  spleen  are  most  often  sharp  and  angular, 
aiul  the  inner  surface  presents  the  double  notch.  This  is  in  con- 
trast to  the  well-rounded  margin.*!  of  tbe  kidney.  In  front  of  tlie 
spleen  there  is  dulness  on  percussion  as  oppose*!  to  the  lympaoilic 
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note  III  rciial  enlargement  wlu-re  tlie  tM>wel  lies  in  froiil  of  tW  kidney. 
In  the  lumlMir  region  (here  is  an  area  of  i^-mpanv  between  the 
spleen  and  tlif  spine  which  i.s  not  fonnil  in  renal  ttiniorH.  Hie 
■uthor  recalLi  a  greatly  cnlai^)  and  movable  yipli^n  in  a  ca.w  of 
splcTiif  aim-tnia  wliieh  had  been  diagnosed  a.s  a  floating  kic|ne>'. 
In  tWis  cast-  there  was  un  alisenee  of  splenic  diilness  in  tlie  nnnnal 
ioCAtion  of  the  spleen,  and  the  kidney  could  be  palpute^l  ^piile 
apart  fn>[n  the  spleen. 

2.  Enlargaments  of  tht  Liver.  Tlie  upper  U)rder  nf  the  kidney 
may  occasionally  Ite  palpated  at  its  iip|)er  margin  ai»l  fouml  to  lie 
distinctly  separated  from  the  liver.  Tumors  of  the  liver  rarely 
produce  an  area  of  diiliie^s  in  the  luins,  a.s  ik  the  rule  with  renal 
enlargements.  There  is  rarely  a  IjTnjMinitic  area  nver  the  anterior 
surface  of  the  liver  in  contrast  to  findings  in  renal  tumors  unless 
they  arc  very  lai^e.  A  eorsct  liver  with  a  projecting  longue-^haped 
lobule  may  ver)-  ea.-iily  Ik-  mistaken  for  a  kidney.  Symptonw  such 
an  jaundice  that  are  referoble  to  a  disordered  Uver  will  aid  in  the 
diagnosis. 

3.  Ovarian  Tumors.  Tlie  growth  of  tumors  of  the  ovary  is  from 
below  upwani  while  tumors  of  the  kidney  grow  from  atwvc  dowti- 
wunl.  There  is  a  rlull  percus.sion  note  over  the  anterior  surface 
and  a  tympanitic  note  in  the  loin;  the  reverse  is  the  rule  with  renal 
tumors.  The  attachment  of  a  c^'stic  tumor  to  the  horn  of  the  uterus 
by  a  pedicle  is  characteristic  of  ovarian  cysts.  No  ubnomial  con- 
stituents are  fouiul  in  the  urine.  This  may  be  true  in  tumors  of  the 
kidney,  but  it  is  the  exception  when  blood  and  po»itbly  piu  and 
epithelium  are  absent  in  the  urine  when  a  tumor  exists  in  the  kidney, 
Tlie  absence  of  foreign  elements  in  the  urine  may  l>e  accounted  for 
by  the  total  failure  of  the  kidney  to  secrete  or  by  plugjong  of  the 
ureter. 

4.  Appendical  AbsMss.  It  is  scarcely  likely  tliat  an  ulxsccss 
about  the  apix-ndix  can  be  mistaken  for  a  rennl  lumor  if  flue  allen- 
tioT)  is  paid  to  the  local  and  general  .tigns  of  infection  and  the  di^^ 
turbancfs  of  the  Imwel. 

5.  Ouc«r  of  the  Golon.  The  tumor  may  occupy  the  renal  region 
and  in  every  way  resemble  a  malignant  growth  of  the  kidney. 
There  may  l>e  tympany  in  front  and  didness  in  the  loin.  Ftirther^ 
more,  there  may  Im>  such  a  degree  of  mobility  as  to  suggest  the 
presence  of  &  floating  kidney,     llirmaturia  and  alburointirM  may 
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accompany  (he  growtli  and  make  the  diaguusU  llic  more  obscure. 
Inl(^.stinal  .symptoms,  fspecnalU'  iliarrlicra  and  bloody  stools,  ore 
highly  suggestive.  Not  infrctiuenily  the  diagnosis  must  be  deferred 
for  an  exploratory  incision. 

6.  Tumors  of  the  pancreas  arv  orcaftionally  confused  with  tumors 
of  llie  left  kidney.  Puncrtratic  tumonj  are  located  more  nearly  in 
iJic  median  line.  The  loin  ia  not  filled  out,  nor  is  it  dull  on  per- 
cussion. 

Diagnosis  of  the  Variety  of  Taznor  Formation.  There  is  no 
way  of  making  a  positive  diii^osis  uf  the  variety  of  tumor  of  the 
kidney  short  of  a  microscopic  examination  of  an  excise*!  pi<HT. 
Early  in  life  tlie  pmltabilities  are  in  favor  of  sarcoma.  It  must  be 
cunfessed  that  even  a  microscopic  examination  does  not  alwa^'S 
defmitely  determine  the  question  of  malignancy  or  benignnncy. 

Of  the  benign  tumors  of  the  ovarj'  probably  the  must  fre(|ue[iUy 
met  with  is  fibroma. 

Fibromata  rarely  assunte  proportions  that  will  permit  of  a  clinical 
diagnosis.  'ITjey  are  usually  small  fibrous  bodies  located  in  the 
l^ramids  of  the  kidney.  Billroth  removed  a  fibromyomatoua 
tumor  of  the  kidney  which  weighed  nearly  forty  pounds,  and 
Briintzel  removed  one  composed  of  fibrous  tissue  that  weighed 
thirty-seven  [kiiiikIs. 

Adenomata  of  a  l>enign  character  frequently  appear  lo  the  naked 
eye  as  small  yellow  IxMlies  <listribnte<I  throughout  the  substance 
of  the  kidney.  Doubtle-ts  they  are  often  of  adrenal  origin.  They 
have  a  decided  tendency  toward  malignant  degeneration. 

They  form  a  solid  or  cystic  tumor,  and  are  further  classified  oa 
papillary  or  alveolar.  They  vary  in  size  from  a  pea  to  a  laige 
orange. 

Osteoma  b  an  e.xcec<lingly  rare  tumor  uf  tlie  kidney.  Doubtless 
these  growths  are  more  often  calcified  inllammator}'  products. 

Angiom&ta  cavernosa  are  new-formations  of  reticulalei]  cavernous 
tissue.    Tliey  are  small  and  are  rarely  seen. 

Leoktanaic  tamon  are  made  up  of  lymphoid  cells  which  form 
isolated  white  patches  upon  the  rapsule.  They  are  sometimes 
malignant. 

Lfpomata  arc  rare  io  the  kidney.  Tbey  cannot  be  distinguished 
from  adenomata  when  small  without  the  aid  of  the  microscope. 
They  seldom  grow  larger  than  a  hazelnut. 
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OtsIs  of  the  kidney  are  by  no  means  rare. 

a.  SimpI*  cytU  are  rather  common  in  the  senile  kidney.  Thrjr 
are  mrcly  lar^-  enough  and  suflidently  tense  tt>  Im-  imlpntnl  through 
the  aUIominal  wall.  These  cysLs,  which  He  superficially,  are  som^ 
times  larger  than  the  kidney.  They  arise  in  the  cortex  and  project 
upon  the  surface  of  the  kidney.  The  contents  of  the  cyst  is  gen- 
erally serous  fluid.  They  can  only  give  rise  (o  pressure  ^mploma, 
atid  in  the  majority  of  ca.ses  even  these  symptoms  are  alwent. 

6.  Poljcyatif  Udney  is  a  cystic  degeneration.  The  entire  kidney 
is  transformer!  into  a  group  of  cysts  varying  in  size  and  number. 
This  may  increase  the  size  and  weight  of  the  kidney  many  fold. 
The  contents  of  the  cyst  is  clear,  serous,  and  occasionally  bloody. 
There  are  albiiniit),  urea,  triple  phasphates,  cholesterin,  uric  add, 
and  blood  cells  in  the  fluid.  The  renal  substance  is  atrophied  or 
may  wholly  disappear.  The  lesion  is  commonly  bilateral.  The 
origin  of  these  cysts  Is  not  understood.  Not  a  few  are  congenital, 
but  no  age  is  exempt.  Obstruction  to  the  outBow  of  urine  is  the 
usual  explanation.     (See  causes  of  hydronephrosis,  page  551.) 

A  clinical  diagnosis  is  seldom  made  with  certainty.  The  dinical 
pictun^  is  that  of  liydro nephrosis.  Morris  say^  that  a  renal  tumor 
on  each  side,  together  with  s^'mptonis  of  chronic  neplirili.t,  may  be 
looked  upon  as  fairly  pathognomonic  of  polycystic  kidney.  In 
half  the  cases  no  tumor  is  observed  and  in  not  more  than  10  per 
cent,  of  tlie  cases  both  tumors  are  palpated.  Failure  tn  palpate 
these  growtlLs  is  largely  due  to  their  thin  wall  and  lack  of  ten.w- 
ncss.  Such  a  cyst  could  scarcely  be  palpaltn]  through  a  thick 
aKdominnl  wall. 

Hydatid  cyit  nf  the  kidney  someUmes  forms  large  tumors.  About 
1  per  cent,  of  all  hydatid  cysts  occurs  in  the  kidney.  In  order  (o 
reach  the  kidney,  the  eggs  of  the  ta'-nia  which  are  taken  into  the 
stomach  pass  through  the  [>ortal  circulation  or  ihrou^  the  lymph- 
atics  of  the  mesentery. 

The  diagnosut  is  maile  with  certainty  when  a  renal  tumor  is 
di-srovercd  together  with  the  presence  of  tlie  products  of  a  hydatid 
cyst  in  the  urine  when  examined  by  the  microscope.  These  particles 
may  cause  renal  colic.  Where  the  cyst  does  not  discharge  its  con- 
tents into  the  pelvis  of  the  kidney  the  true  character  of  the  cyst 
con  only  be  demonstrated  by  an  exploratory'  incision  or  puncture. 
Hydatid  fremitus  is  rarely  demonstrated. 
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Carcinoma  of  the  kidney  is  found  with  the  greatest  fretjuencj 
between  the  ages  of  forty  and  fifty  years.  Ctrpumscribed  or  diffuse 
tumoni  may  occupy  the  sulxitaiice  of  the  kidney.  The  luuiur  rarely 
grows  so  large  n.s  a  sarcomu  of  the  kidney. 

Sarcoma  of  the  kidney  \s  peculiar  in  that  it  is  frequent  in  early 
{■hildh<MKl,  and  gn>w.s  to  an  enormaus  size.  In  early  athiU  life 
thctc  tumors  arc  relatively  rare  and  appear  witli  increajiing  fre- 
i|ueney  as  age  advances. 

DiagnosiB  of  Malignant  Tnmors  of  the  Kidney.  The  recogni- 
tion uf  a  tumor  of  the  kidney  \s  the  tir»t  step  in  the  diagnu-fis.  (See 
page  568.)  Ha^-ing  e-stalilishi-d  this  fact  it  is  thru  ]M>fwlble  in 
many  caaes  to  establish  the  malignant  character  of  the  tumor.  A 
carcinoma  or  sarcoma  of  the  kidney  may  exist  without  giving  rise 
to  a  recognizable  tumor.  The  cardinal  sj*mptoms  of  malignant 
luuiont  of  the  kidney  arc  pain,  tumor,  and  hiematuria.  It  must 
be  rememberetl  that  other  affection.t  uf  the  kidney  give  rise  to  the 
same  cundilioiis  and  that  one  or  all  of  these  signs  may  be  absent 
in  malignant  growth.s  of  the  kidney.  In  the  early  stages  the  diag- 
Dosis  is  quite  impossible. 

HTPERNZPHKOHA. 

Hypernephroma  has  been  imperfectly  understood  until  recently. 
Fonnerly  it  was  ci)nfaundc<l  with  eartnuoma,  sarcoma,  endotlic- 
lioma,  adenoma,  Hpoma,  and  angioma,  (irawitz.,  in  ISSIJ,  a.-werted 
that  these  rare  tumors  origitutte  from  adrenal  tissue  misplaced  in 
the  kidney  substance  during  the  process  of  development. 

The  growth  is  verj'  soft,  rar»*Iy  invading  the  kidney,  and  15 
envelojwd  in  a  capsule.  Hemorrhagic  an-H-s  and  cystic  simh-cs  are 
common.  ^leta-stases  to  the  hmgs,  liver,  and  bones  are  occasionally 
oKser\'cd.  Their  growth  is  very  rapid,  and  they  are  known  to 
attain  a  large  .'iize.  They  are  rarely  .seen  in  early  life;  the  time  of 
election  is  Ijetween  forty  and  fifty  years  of  age.  A  beautiful  illustra- 
tion of  a  hypernephroma  is  seen  in  an  article  by  C.  P.  Noble  and 
\V.  W.  Ral>cf«rk  in  llie  July,  1902,  numl»er  of  American  Gifne(xio(j\f. 

The  diagnosis  of  malignant  tumors  of  the  kidticy  i.s  lituieil  n|Hjn 
the  appciirancc  of  bloo<l  in  the  tirine,  renal  cohc,  general  evidence 
of  malignancy,  and  the  local  signs  of  a  rapidly  growing  tumor  of 
the  kidney. 
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Ifrmaturia  may  He  the  6rst  indication.    The  blood  in  the  urine] 
nmy  hv  fluid,  hut  itoinetimes  appears  as  c-.asts  of  the  ureter  ami] 
pelvis  of  tlie  kidney.    Osier  sap  he  has  never  seen  these  casts  in 
the  urine  except  in  cancer  of  the  kidnej^.    There  is  usually  no  hlood 
in  the  urine  in  hypernephroma,  because  the  tumor  rarely  invades 
the  kidney  substance. 

Pain  is  not  always  present  even  in  large  tumors.  It  is  located. 
in  the  lumbar  repon  ami  radiates  down  to  the  thigh  and  urethra. 
Colicky  pain  may  Ifetrausod  by  clogging oE  the  ureter  with  blcxxl  clut^.l 

The  general  evideneeji  of  malignaney  are  emaciation  ami  ra^^hexia. 
The  symptoms  usually  develop  rapidly,  tliough  at  times  are  ^'ery^n 
late  in  makinfr  their  ap{)earauce.  ^M 

A  large  alMloiiiinal  tumur  in  an  Infant  is  eitlier  a  sarcoma  of  (be       ' 
kidney  or  a  rctro|K;ritiineal  .sarcoma  of  the  lymph  gland.s.     The 
tumor  is  small  or  noilular,  and  i.i  u.suaUy  firmly  fixwl.    The  desccnd-j 
ing  or  ascending  colon  lies  in  front  of  the  growtli  unless  its  ennrmous] 
size  crowds  the  colon  to  one  side.     The  soft,  elastic  character  of  I 
LIr*  tuiuur  may  Ix*  ntistukeii  for  fluctuation.     The  percuK»ion  note- 
is  dull  except  in  front,  where  tlie  tumor  i,s  coverc<l  with  the  inflated 
colon. 

The  movable  renal  tumor  may  he  confounded  with  a  liimor  of 
the  ovary  or  a  pedunculalwl  fibroid  of  the  uterus.  A  pel\-ic  exam- 
ination will  demonstrate  the  connection  of  pelvic  tumors  with  the 
uterus. 

t]nlai^4ueuts  of  the  liver  and  spleen  are  recognized  by  their  out- 
line, their  immediate  contact  with  the  abdominal  wall,  the  colon  | 
lyuig  behind  the  swelling,  and  the  aUi^eiice  of  blood  in  the  urine. 

RENAL  OALOTTLI, 


Kidney  stones  are  formcfl  by  the  deposition  and  agghttinutioD 
the  nonnal  and  abnormal  salts  found  in  the  urine. 

Etiology.  Renal  calculi  occur  at  all  ages,  from  late  intrauterine 
life  (o  old  age.  The  period  of  greatest  frequency  is  from  tweii^ 
to  thirty,     stales  are  more  frequently  affected  than  females. 

Jlercdity  must  be  considered.    This  hcrcdiiary  tendency  is  espe-  ^ 
dally  marked  in  uric  acid  calculi.  ^M 

The  diet  has  much  to  do  with  their  de^*eIopmenl-  A  highly 
nitrogcuou-s  diet  or  one  with  abundance  of  salt  especially  prvdia- 
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to  the  formation  of  calculi.  Alcohol,  and  Mpcciall^r  beer, 
leads  to  stone  formatioii. 

Uric  Arid  Diatbrnn.  Uric  acid  is  precipitated  in  nil  urine 
after  stamliiig  many  hours,  but  where  it  precipitates  in  an  hour 
or  two  there  is  liahilitjr  to  stone  formation  lu  the  kidney  and 
hludder. 

The  conditions  predisposing  to  precipitation  of  the  urine  and  the 
formation  of  stone  are  decora|Mwition  of  the  urine,  suitemutiinilifni 
of  the  urine  with  salts,  and  the  presence  of  abnormal  constituents 
in  the  urine.  It  ha-s  lioen  repeatwlly  emphasl7,ed  that  renal  t-alculi 
very  fre<|uently  form  al>out  a  nucleus  of  desquamated  epithehiim, 
micro-organisms,  and  blood  coagulum.  Harris  has  recently  demon- 
strata]  the  important  role  of  micro-organisms  in  the  formation  of 
renal  calculi.  He  substantiates  lii^  statement  by  the  following 
facLt:  "  PrtK'ipilalion  alone  iloex  not  cuusi*  stone.  Foreign  bnilie.s, 
such  as  exfoliated  epithelial  cells,  blood  clots,  or  thoiie  introfliiced 
experimentally  from  without,  do  not  cause  stone  so  long  as  they 
remain  free  from  microbea.  The  kidneys  frequently  eliminate 
microbes  with  the  urine  without  llienuelves  becoming  the  seat  of 
microbic  invasion.  These  microbes  may  develop  in  the  urine  in 
the  pelvU)  and  cau-se  the  prceipitatinn  of  certain  salts.  The  char- 
acter of  the  precipitate  depends  not  entirely  upon  the  nimpfKsition 
of  the  urine,  but  also  upon  the  kind  of  microl»e  present.  TTie 
mtcn>bes  in  developing  form  zoogliea  masses,  in  an*!  ubuut  which 
the  precipitate  takes  place.  Tiic  agglutination  of  the  parttiK-s  by 
the  zooglica  mass  forms  ttie  nucleus  or  starting  |K»inl  of  the  .sinne. 
Such  zoogloea  masses  have  lieen  formed  clinically  in  the  urine. 
The  microlK'  found  m(Ksl  fre(|uent!y  in  the  urine  is  the  colon  bacillus. 
It  grows  in  acid  urine  and  under  proper  conditions  causes  precipita- 
tion of  uric  acid  and  acid  urates.  Microbes  have  been  found  in  the 
centre  of  so-called  primar)*  stones.  From  the  clinical  side  we  find 
stones  fretjiiently  preceded  by  a  history  of  acute  or  chr6nic  inies- 
tin'al  disorders;  nf  suppurative  lesion.t  of  the  skin;  of  acute  infec- 
tious diseases,  a.s  influenza,  pneumonia,  typhoid  fever.  Women 
very  commonly  <late  the  Ijeginning  of  their  trouble  from  a  confine- 
ment or  imperfect  puerperium.  These  conditions  are  all  such  as 
readily  account  for  the  presence  of  microbes  in  the  urine."  From 
these  facts  Harris  is  led  to  believe  that  almost  all  renal  stones  are 
of  microbic  origin. 
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Cortain  efurmical  fomu  of  calculi  are  recof^nized.    Tbase  are: 

1.  Uric  acid  cakuli,  which  Is  the  most  commoii  fnrm,  rftn(iin(; 
in  size  from  sand-like  particles  to  stone;?  the  size  of  u  man's  fist. 
Roberts  estimates  that  they  constitnte  five-sixths  of  all  renal  cal- 
culi.   They  are  hard,  smooth,  and  re<l  ur  fawn  color. 

2.  Oxalaie  of  litnr  calculi,  which  take  the  form  of  a  mullHTry 
and  rarely  attain  Urge  proportions.  These  arc  second  in  point 
of  frequency.  They  are  grajnsh-hrown  or  almost  bbck  in 
color. 

M.  PhoapfuUic  calculi,  cvimposed  of  the  triple  phospliatcs.  They 
are  not  common  as  compared  with  stones  of  similar  composition  in 
the  bladder.    They  resemble  cliulk  or  mortar. 

4.  Cystine,  xanthine,  indigo,  and  carljonate  of  lime  very  rarely 
fonn  renal  calculi. 

Diagnosis.  Uenal  calculi  may  be  passed  with  little  or  no  Hi» 
comfort,  and  may  remain  in  the  kidney  without  the  luiowlcdg« 
of  the  patient.  The  pasaa^e  of  n  single  stone  may  cud  the  iJifliMiUr 
or  repeated  attacks  of  colic  may  be  followed  by  the  pa-vtage  of  a 
great  numltcr  of  aloneji.  So  lung  as  the  slutic  remains  burinl  in 
the  kidney  substance  there  will  be  no  renal  colic;  liut  when  it  engages 
in  the  ureter  ami  will  not  readily  pass,  a  cramping,  lancinating 
pain  radiate?!  downwanl  front  the  kidney.  Nausea  and  vomiting 
may  accompany  these  attacks  of  renal  culic,  a  chill  may  precede 
the  outbreak,  and  the  temperature  often  rises  to  lOS*".  An  initial 
chill  may  precede  the  attack.  'Vhe  following  quotation  is  from 
Montaigne,  who  suffered  for  years  from  stone  in  the  kidney:  "Thou 
art  seen  to  sweat  witli  pain,  to  look  pale  and  red,  to  tremble,  to 
vomit,  wellnigh  to  bkiod,  to  suffer  strange  contortions  ami  convul- 
sions, by  starts  (o  let  tears  drop  from  thine  eyes,  to  urine  thick, 
blank,  and  frightful  water,  or  to  have  tt  su[^res.sed  by  some  sharp 
and  oragg)'  stone  that  rnielly  pricks  and  tears  thee." 

The  pain  may  be  referred  to  the  opposite  kidney,  'llie  blood  in 
the  urine  is  seldom  excessive,  and  may  appear  only  after  exertion. 
As  a  rule,  it  no  mora  than  make^  the  urine  smoky.  Pyelitia  may 
develop.  This  is  nshcnil  in  by  a  chill  arul  rise  rif  temfterature; 
pain  and  tenderness  will  be  more  or  less  constant  in  the  r^ion  of 
the  kidney,  ami  pus  will  appear  in  the  urine. 

From  (he  above  chnical  manifestations  a  diagnosis  may  often  be 
established  to  a  high  degree  uf  certainty.    A  positive  diagnosis  is 
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occasionally  made  by  »oun<Hng  the  privis  of  the  kidney  with  a 
wux-tippeii  iircteriLl  bougie  or  catheter. 

The  j*-ray  as  a  means  of  recognizing  renal  calculi  haj*  been  dis- 
appoiatiiig  and  must  Ik'  eoiuiidered  uf  Uttic  vulue.  Shadows  have 
been  obtained  where  no  stone  exists,  and  no  shadow  has  been 
oblaine<l  where  hirge  i-tilnill  were  found. 

Diflerential  Dlaguosia.  1 .  H«phralgia  ilue  to  niahiria  or  hysteria, 
also  pain  referred  to  the  region  of  the  kidney  in  abdomiiiHl  aneurysm, 
certain  heart  lesions,  duodenal  ulcer,  and  pleuropneumonia.  In  the 
above  conditions  the  pain  may  l>e  very  similar  to  the  renal  colic  due 
to  the  pa^tsuge  of  a  .stone.     Nothing  abuormul  in  found  in  the  urine. 

2.  Tssical  Calcolos.  There  may  be  the  typical  symptoms  of 
renal  calculi,  including  colic  and  hematuria,  but  the  diagnosis  can 
be  readily  clcan^l  up  by  palpating  the  stone  in  the  bliutrler,  by  the 
use  of  the  sound,  and,  lastly,  by  direct  inspection  through  the  cysto- 
scope.  We  are  not  to  overlook  the  fact  that  stone  may  exist  in  the 
kidney  and  bladder  simultaneously. 

3.  Rttul  tub«iculous  in  the  early  stage  is  difficult  to  diagnose 
from  renal  calculi.  In  their  clinical  manifestations  they  are  very 
similar.  Renal  colic  ami  ha-mutiiria  may  exi.s(  in  a  woiivan  of  good 
general  health.  Such  a  case  may  prove  to  W  tiibcrctilous  nephritis 
rather  than  renal  calculus.  Where  doubt  e.\ists  the  urine  .should 
be  can'fuUy  seBrche<l  for  tubercle  bacilli  and  guinca-pig^i  should 
be  inoculated  with  the  urine.  In  renal  tuWrculosijt  the  pain  is 
selrlom  colicky,  and  when  so  the  pains  are  followed  ijy  the  discharge 
of  dots  of  mucus,  blood,  or  mucopus  rather  than  of  calculi.  Cal- 
culi are  known  to  e.\isl  in  tuberculous  kidneys. 

4.  TTretarltis  may  very  clc»srly  .simulate  renal  ralcnli.  Tender- 
ness along  the  course  of  the  ureter,  together  with  an  absence  of  all 
phy.sical  evidences  of  a  kidney  lesion,  will  suggest  the  location  of 
the  dlsejute. 

o.  Xovable  Udney  may  siiggeM  n'nul  calculus  by  the  attacks  of 
renal  colic.  The  urine,  however,  doc-i  not  c<mtain  bhwd.  and  in  a 
certain  [)crcentagc  of  cases  a  renal  tumor  is  palpated.  The  occa- 
.tional  di.sap|M'a ranee  of  the  tumor  followc<l  by  polyuria  will  .sug- 
gest the  true  nature  of  the  lesion.  A  movable  kidney  associated 
with  hydponephro.si.s  may  also  contain  a  calculus. 

(>.  B«aal  tnmors  may  be  i[tdi.-ilinguishable  from  renal  calculi 
witliout   reporting   to  an  explnralory   incision.     Renal  colic  may 


668    DLA0N08I8  OF  DISEASES  OF  THE  UBINAE7  SYSTEM 

occur  from  the  passage  of  blood  clots.  There  is  this  to  distinguish 
the  two  conditions:  the  hemorrhage  is  spontaneous,  more  profuse, 
and  continuous  in  renal  tumors,  and  it  is  not  controlled  by  rest  or 
excited  by  exertion. 

7.  LnmbtflTO,  Znt«reotUl  Hemalgia.  In  these  affections  the  pain 
is  not  of  a  colicky  nature  and  is  relieved  by  rest.  There  is  nothing 
in  the  urine  to  suggest  a  renal  disorder. 

Diagnosis  as  to  the  Kidney  Affected.  First  of  all  we  must 
remember  that  both  kidneys  may  contain  stones,  ^^ere  pain  is 
located  in  one  kidney  there  is  Uttle  question  as  to  which  kidney 
contains  the  stone,  but  when  there  is  no  pain  or  tenderness  in  either 
kidney  the  diagnc»is  becomes  difficult  and  at  times  impossible 
without  an  exploratory  incision.  Unfortunately  the  ar-rays  can- 
not be  relied  upon.  Ri^dity  of  the  muscles  over  the  affected  kidney 
may  be  the  only  local  evidence  of  the  affection.  Stone  confined 
to  a  single  kidney  may  give  rise  to  pain  in  both  kidneys  and  be 
very  misleading. 


CHAPTER    XXXVII. 

THE  DIAGNOSIS  OF  THE  CAUSES  OF  TOO  FREQUENT  AND 
PAINFUL  MICTURITION. 

Almost  all  conditions  which  cause  pain  in  urinating  also  cause 
frequent  urination.  The  two  disorders  are  therefore  best  con- 
sidered together.  A  distinction  is  clearly  made  between  too  fre- 
quent urination  and  incontinence  of  urine.  The  former  implies 
an  ability  to  retain  the  urine  for  a  limited  time,  while  in  the  latter 
condition  the  urine  is  voided  as  fast  as  it  enters  the  bladder. 

Either  of  these  disorders  may  be  congenital  or  acquired.  They 
may  be  continuous  or  interrupted  by  intervals  of  complete  relief. 

Oatues.  1.  Pragnutcy.  During  the  first  trimester  and  in  the 
last  month  of  pregnancy  the  patient  urinates  more  frequently, 
though  seldom  with  pain.  The  explanation  Ues  in  the  position  of 
the  enlarged  uterus. 

2.  Nenroiu  diseasai,  both  functional  and  organic.  Pain  is  rarely 
present.  A  hypersesthetic  condition  of  the  bladder  is  the  explana-* 
tion. 

3.  Noctnmal  enoresls  is  a  functional  disorder  attributable  to  an 
irritable  spinal  centre.  The  urinary  organs  are  in  a  normal  state. 
The  condition  rarely  lasts  after  puberty. 

4.  Hyperwcntion  ot  urine,  as  in  diabetes  and  hysteria,  will  demand 
frequent  evacuation  of  the  bladder. 

5.  Orardistention  ol  th«  bladder  from  an  atonic  condition  of  the 
bladder  wall  or  obstruction  to  the  outflow  of  urine,  as  from  stricture, 
may  cause  a  frequent  desire  to  urinate  and  the  voiding  of  but  a 
small  quantity  of  urine.  That  whicK  is  voided  is  merely  the  over- 
flow. Following  upon  an  overdistention  of  the  bladder  there  may 
be  a  frequent  desire  to  urinate  due  to  the  irritation  of  the  bladder 
and  sphincter  urethrae.  In  young  women  who  through  false 
modesty  urinate  at  long  intervals,  the  inability  to  long  retain  the 
urine  is  frequently  acquired.  Such  a  condition  may  be  incurable. 
The  author  recalls  a  case  of  a  young  woman  who  habitually  retained 
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hfrr  itrinf.  Urr  twentj'fMir  hours,  and  gave  as  her  reason  that  she 
Av\  TwA  lilw;  to  go  to  stool.  Such  practices  cannot  £ai]  to  result 
flUafltrrnisI)'. 

0,  IHi^MtiMtttf  of  tb«  vurw  ami  the  encrooi^unent  of  pelvic 
innntn  ami  exiwlaten  not  seldom  cause  a  frequent  desire  to  urin- 
Ate,  ami  if  these  encroaching  structures  are  tender  to  pressure 
urinattrm  will  lie  painful.  In  forward  displacements  of  the  uterus 
the  fiimhjs  presses  upon  the  bladder  and  lessens  its  capacity.  In 
retrr;vcrsion  of  the  uterus  the  cervix  may  cause  frequent  urination 
hy  impinging  against  the  urethra  and  base  of  the  bladder.  One  of 
thf;  earlit-st  evi^lences  of  cancerous  invasion  of  the  bladder  from  the 
cervix  is  frcfjuent,  painful  urination,  together  with  the  appearance 
of  blfKx]  in  the  urine. 

7.  Dlsloeatlon  and  dlfUMi  of  tho  vrotlm  tend  to  cause  frequent 
and,  many  of  them,  painful  urination.  The  reader  is  referred  to  the 
disi!Usslon  of  these  subjects. 

N,  All  Inftammatory  diH«B«i  and  now-formatioiu  of  the  bladder, 
lingers,  and  kidneys  cause  frequent  and  often  painful  urination. 
Tlie  new-growth  which  causes  most  intense  pain  in  urinating  and 
in  tlie  most  fre(|uent  cause  of  painful  urination  is  caruncle.  The 
|)uin  thus  caused  is  described  as  "shooting,"  "cutting,"  and 
"scalding." 

I).  Foreign  bodloi,  notably  stone,  in  any  portion  of  the  urinary 
(mil  niii.Hi'  fri'tpH-Tit  painful  urination. 

10.  Highly  ooao«Dtrat«d  ortne  may  cause  frequent  and  slightly 
painful  iiriiialioii;  the.se  .symptoms  disappear  upon  drinking  targe 
quaiililie.s  of  water. 


CHAPTER    XXXTIII. 

THE    DIAGNOSIS  OF  THE    CAUSES  OF   INCONTINENCE    AND 
RETENTION  OF  UBINE. 

1.  Incontinezice  of  Urine.  No  urine  is  retained  in  the  bladder, 
but  escapes  as  fast  as  it  is  conveyed  through  the  ureters.  This  dis- 
order may  be  congenital  or  acquired.  As  a  congenital  lesion  we 
find  defect  in  the  development  of  the  urethra  and  bladder.  The 
bladder  may  be  congenitally  small,  or  there  may  be  a  lack  of  devel- 
opment in  the  sphincter  urethree. 

Acquired  incontinence  is  most  often  due  to  6stulse  leading  from 
some  portion  of  the  urinary  tract  to  the  exterior  by  way  of  the 
vagina,  cervix,  uterine  body,  bowel,  or  abdominal  wall. 

Overstretching  of  the  urethra  in  the  passage  of  instruments  and 
the  finger  into  the  bladder  may  result  in  temporary  and  sometimes 
permanent  incontinence  of  urine. 

As  a  complication  of  many  of  the  nervous  disorders  incontinence 
of  the  urine  is  frequently  observed. 

II.  Retention  of  Urine.  1.  HystAria  as  a  cause  of  retention  of 
urine  is  little  recognized.  Too  often  the  catheter  is  inserted  with- 
out recognizing  the  hysterical  element  in  the  case.  Tabes  dorsalis 
is  often  associated  with  retention  of  the  urine. 

2.  PruBim  upon  the  urethra,  bladder,  and  ureters  by  a  displaced 
uterus  and  by  new-formations  and  inflammatory  exudates  in  the 
pelvis  and  abdomen. 

The  cervix  in  a  retroversion,  and  especially  when  the  uterine 
body  is  enlarged  through  pregnancy  or  tumor  formation,  may  press 
upon  the  urethra  and  obstruct  the  passage  of  the  urine. 

New-Growths,  particularly  fibroids  of  the  uterus,  occasionally 
compress  the  urethra  and  cause  retention  of  the  urine.  In  a  woman 
of  thirty-five  to  fifty  years  of  age  who  complains  of  retention  of 
urine  during  the  days  of  premenstrual  and  menstrual  congestion 
it  is  probable  that  a  uterine  fibroid  may  be  found  to  press  on  the 
urethra. 
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3.  Obfltrnctioii  of  the  nrethn,  bUdder,  and  ureters  by  new-growths 
and  calculi  occupying  the  interior  of  these  structures. 

4.  Spasmodic  retentioii  due  to  a  spasm  of  the  urethra.  This 
disorder  is  much  rarer  in  women  than  in  men.  It  has  been  improp- 
erly called  a  spasmodic  stricture. 

5.  Atony  of  the  bUdder  due  to  overdistention  and  as  a  complica- 
tion of  certain  nervous  and  wasting  diseases. 


INDEX. 


ABDOMEN,  uiBCultation  of,  M 
in  ectopic  pregnaacy,  150 
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Adenolibromj'Dma  uteri,  318 
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mental  riiock  and  anxiety  causing, 

37 
relative,  36 
Ampullar  tubal  pregnancy,  149 
Amyloid  degeneration  of  uterine  fib- 
roids, 323 


AuKmia  causing  sterility,  45 

uterine  hemorrhage,  29 
Anatomy  of  bladder,  48S 

of  ovary,  410 

of  peritoneum,  470 

of  urethra,  488 
Angioma  of  vulva,  253 
Anteflexion  differentiated  from  retro- 
venuoflexion  of  uterus,  247 

of  uterus,  238 
Anteposition  of  uterus,  215 
Antevenion  of  uterutt,  237 
Apoplexia  uteri,  34 
Arteriosclerosis  of  uterus,  33 
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free,  456 
Atresia  of  urethra,  510 

of  vagina,  267 

of  vulva,  248 
Atrophy  of  ovary,  414 
congenital,  411 
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diphtheria  bacillus,  118 
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infection  of  ovary,  123 
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llenign  non-infectious  j>critonitis,  471 
Hioomate  uterus,  20S 

pregnant,   168 
Bladder,  anatomy  of,  488 
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^^^^L                              nrcontlary, 

from  Lubcrruloua  ulcers,       ^^| 

^^^H                bnot^rioIuRic^  exaniinaUona,  108 

281                                         ^1 

^^^^B                  CBtimntinn  of  blond  (v\\n,  104 

of  vairionl  portion  of  cervix,  340,      ^H 

^^^^H                           of  hu'inojifloKiii,  l(H> 

342,  349.  3.13,  3G0                                 ^M 

^^^H                eXHniiuationi?,   103 

of  xiilva,  258                                         ^M 

^^^^H                  hiMl'iiJ<iKi<'''d  i-xjuiiinHtion,  100 

CftrrinoriiMloiiM  peritonitis,  472                    ^^H 

^^^H                leukui-ytMHiic,   110 

Corundc,  513                                         ^^^H 

^^^H                      tnniiri)mni.<->ry,  112 

Cam  rvvnrd,  form  of,  IB                     ^^^^H 

^^^^^^^^                of  imdiitnimry,  113 

Ofttnrrh  of  oT^-iit,  299                            ^^^^^| 

^^^^^^K               of  ur(it(uuK>>-. 

Cuturrluil  vndoiiielritis,  280              ^^^^H 

Btdpinpliii.  381                               ^^^^H 

^^f^^^^^                poxt-pKrliini,  111 

^m                   morphology  uf  bU>ud  vcUk.  108 

vnK'nitLH,  273                                   ^^^^H 

Cath(.-U>r  ill  ^•xuuining  bladdrr,  403           ^^M 

^M              fiosemnn'R  fpcrtilA.  80 

CaulitlowiT  rnxrinomtt  of  cervix,  3-13          ^^M 

^H                Brood    liKiuntrnt    (il>n>ids   of    utrrus, 

CU-lloidin  M-rtioim,  09                                      ^^H 

^^_^           329 

CiJlulilis,  prtviv,  470                             ^^^M 

anilr,  480                               ^^^H 

rhrtMiic,  481                             ^^^^H 

^^^        y^M-CARBODBdMMierutionofiiter- 

clusificatioo  of,  479             ^^^^H 

df-finition  of,  470                J^l^l 

^B                  CanconMjs     dt^gPriirntinn     of     uterine 

diit^onin  of,  diflcrmtift],  483^^^^^ 

■                             fibroids,  324 

diftrrenttkted  from  (nalJKnaui            J 

^B                      ulron  of  con'ix,  305 

dttBAKG  of  privix.  4.H5         ^J 

^1                  CftrvinoKin,  340 

fitini  pamlypliltiis,  48.^        ^^M 

^^^              of  cervix.  340.  351.  397,  303 

from   pelvic   hirniiituiu*,      ^H 

^^^H                        raulitlowpr,  342 

485                                H 

^^^^r                        difT<-.n'-iiLi}ttc4l    from   pndorer- 

peritonitis,  484              ^^M 

^r                                  vicUi*.  300 

itma  paott*  abanv,  485       ^H 

0                        of  rorpuii  ul4>ri.  340.  346.  3fil,  36S 
of  Fulloptiin  tiiht^  404 

from    RtRMiterliw    perl-      ^H 

m«lri(i^  4S4                       ^H 

iufiltrntiiifi,  of  vneinal  portion  of 

from    ffulxiernus    fibrrMd,       ^^M 

cervix.  342 

485                                        ^M 

of  ov«r>-,  4flll 

exudalr    in,    conaisbney   of,       ^H 

iK]UBniouit-L<eU,  of  body  of  ut«nis, 

483                                            ^M 

312 

(vnn  uf.  4S3                         ^H 

in-ni-ytiftle,  192 

mobility  of,  483                     ^H 

9l  uiethra,  HH 

pontion  of,  4Si                   ^^M 
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CellulittB,  pelvic,  exudate  in,  relation 
of,   to   neighboring  or- 
gans, 483 
tenderness  of,  483 
Cer\-ical  catarrh,  299 
endometritis,  299 
Cervix,  carcinoma  of,  340, 351, 359, 363 
cauliflower,  342 
differentiated   from   endocer- 

vicitis,  363 
vaginal  portion  of,  340,  342, 
349,  353,  360 
catarrh  of,  299 
ectropion  of,   difterentiated  from 

enaocer\-icitiB,  304 
erosions  of,  301 

classiiication  of,  301 
diagnosi-i  of,  differential,  303 
foUicular,  301 
healing  of  complete,  303 

incomplete,  303 
papillary,  301 
ffimple,  301 
fibroids  of,  314,  364 

interstitial,  316,  364 
follicular  dei^ene ration  of,  301 
hemorrhage  from,  24 
laceration  of,  138 
mucous  membrane  of,  eversion  of, 
304,  360 
patch  on,  301,  360 
sarcoma  of,  372,  362 
technique  of  excising  piece  of,  for 

microscopic  examination,  94 
test  excision  of,  94 
tuberculosis  of,  305 
ulcers  of,  305 

cancerous,  305 
decubitus,  305,  360 
syphilitic*  361 
tuberculous,  305,  361 
vaginal  portion  of,  infiltrating  car- 
cinoma of,  342 
Chorioepithelioma  malignum,  192 
diagnosis  of,  193 
etiology  of,  193 
following    hydatiform    mole, 

183,  187 
macroscopic    appearance    of, 

194 
primary,  outside  the  placental 

site,  196 
of  vagina,  196.  282 
Chorion,  hydatiform  degeneration  of, 

173, 
Chorionic  villi  in  hydatiform  mole,  174 
Chvlous  cvsta  of  meaenterj-,  461 
Colpitis,  272 

emphysematous.  275 
Conception,  conditions  essential  to,  43 
retained  products  of,  diagnosed  bv 
curette,  89 
Condylomatous  vaginitis,  275 
Con:^ement,  date  of,  136 


Congestion  of  ovary,  415 
Connective-tissue  tumors  of  ovary,  447 
Corpus  luteum  cysts,  429 

uteri,  carcinoma  of,  340,  346,  351, 
358 
Currier's  speculum,  80 
Cusco's  speculum,  80 
Cystadenoma  pseudomucinosum,  404 
Cystic  degeneration  of  ovary,  420, 

differentiated  from  ova- 
rian tumors,  452 
mole,  173 

new-formations  of  Fallopian  tube, 
406 
Cystoscope,  Nitze,  494 
Cystoscopic  appearance  of  normal  blad- 

der.  496 
Cystoscopy,  494 

Ciyats,    allantoic,    differentiated    from 
ovarian  tumors,  461 
of  Ilartholinean  gland,  261 
chylous,  differentiated  from  ova- 
rian tumors,  461 
of  mesentery,  461 
corpus  luteum,  355 
dermoid,  of  Fallopian  tube,  404 

of  ovary,  443 
echinococcus,  differentiated  from 

ovarian  tumors,  455 
hydatid,  of  Morgagni,  406 
of  hymen,  266 
of  labia  minora,  262 
ovarian,  433 

degeneration    of,    malignant, 

466 
differentiated   from   peritoni- 
tis, 463 
from  salpingitis,  398 
fate  of,  468 
hemorrhage  into,  465 
leakage  of,  465 
malignant    degeneration    of, 

466 
rupture  of,  465 
suppuration  of,  465 
torsion  of  pedicle  of,  463 
pancreatic,  460 
parovarian,  398,  449 
of  pelvis,  echinococcus,  455 
sebaceous,  of  vulva,  261 
simple,  of  ovary,  429 
tubo-ovarian,  ^5 

of  Fallopian  tube,  406 
of  vagina,  277,  231 

differentiated  from  prolapsus 
uteri,  231  . 

of  \-ulva,  362 

dermoid,  443 


DECIDUA,  discharge  of,  in  ectopic 
pregnancy,   146 
of^  ectopic  pregnancy,  162 
removal  of,  by  curette,  89 
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Deddua,  n^rolma,  158 

vera  Ui  ItydBiiTunn  mole,  177 
Decidual  endameuitu,  2K8 
Ueciduoma  mmli^um,  102 
Dei-ubitwi  ulcera  ol  eervix,  305  ' 

or  vwaa,  27-1 
DvgmTBlKia  of  ulenae  fibrotda,  320 
I>eniioid  n'su  of  Fdlupuui  tube,  404 
of  nvwy,  4*3 
til  vulva,  258 
DaaccoMis  ovarii,  -113 
Diagnons  of  iiboninn,  139 

aiuUoitunil,  (if  <:mrcuiortLa  uf  ulerua 
253 
of  prRpi&nrv,  140 
of    choiioApithehonia    maliKnura, 

clini4!fil,   of  ctmnanui  of  utenui, 
»47 
of  diseases  of  vociiiB,  275 
of  ectopic  pre^tuuicv,  160 
of  new-fonoatioua  of  ovarr, 

-133 
of  Halninntin,  303 
differentia],  ofcam&omaof  utcnii, 
360 
of  ectopic  pregtiiUiffj',  166 
of  eiTMiouA  of  cervix,  303 
of  peritonitie,  478 
of  piirulpnl  wlptn^ti^.  306 
earlv,  a  plea  UiT.  17 
of  life  and  death  of  foetus,  135 
mirTOHronii',  of  vxrtiXT  at  utenm, 
353 
of  carcinonta  of  uicnis.  353 
of  tniilti[>arily,  136 
of  sacUmalpLux,  305 
of  Kraplri^  in  endometritis.  299 
of  uterine  pre|niancy,  I2.'> 
of  voriety  of  ovarian  rvifis,  407 
Digital  exaininalion  of  hlAcldi>r.  492 
of  iiifntit]  KeniUds,  iis 
of  itclviiii,  74 
of  vaiciiia,  06 
l>ibitatin»  of  unrthra,  510 
l>tUitiriK  ti  ret  lira  I  orifice,  508 
Diphtheritic  ulcent  of  vaffinu.  274 
Diwoeationn  of  urethra,  511 
Double  utenin.  21 1 

voKina,  272 
llropsy  (if  villi,   173 
U^'anieiinrrhrFa,  30 

infUuuiiatun-  diaease  raumnn.  42 
maJdevelopments  cauaiui;,   4 1 
inal]>oeilion§  rausinn,  41 
new- forma  lions  csuainft.  42 
Dfanenorrhccal  rjidonietrittfi,  287 
Dfipareunis,  cause  of  sterility,  40 


EtHINOCOCCr  S  cy  8l.  differanUktcd 
from  ovnnAn  tumon,  455 
of  pelvis,  455 
Ectopic  preyoancy,  147 


Ectopic  preicnanry,  active  fetal  move* 
uieuts  io,  161 
acute    abdominal    affectioos, 

diffeRotiatod  rmm,  109 
anatomical  cfaatiges  in.  157 
auKTUltatiofi  of    abdomen  in, 

161 
bimanual  exaoiUiatiuti  tn,  165 
rlawification  of,  147,  149 
de't'iduii  of,    157 

diK-iiancc  of,  in.  163 
diagnosis  of,  diniral.  160 
dtfli-nntijd,  1B(> 
fUffereniiaied  frum  Hljrv- 

myoma  uteri,  itXI 
fmm    nudifciiniit    di«nue 

of  pelvi*..  160 

from  ovarian  tumors,  168 

from  pelvic  exuilat**,  16? 

ha;iiiatoiii&  and  ta^ 

matooele,   16B 

from  prefpuuiry  in  a  bi- 

comate  ulenia,  1 W 

in  a  retntvert«d  ute* 

n»,  li>t> 
in    a    rudimeatary 
horn,  168 
et>olo|{y  of,  147 
Kenetir  reavlJon  in,  14S 
letrti^ejwivc  chnnfcefl  in,  ISA 
auppuralion  in,  l!Q 
Ertropion  of  cervix  dilTereDtint«d  fnwa 

cn(l(ii-»Tvii-itiji.  3(10 
ElvplianliOMH  of  vidva.  253 
EmphysematotiR  va^ns'-,  275 

rol|»iti«,  275  

Encli'^ndroine  of  vulva.  258 
EndocN-niiiti*.  299 

difTerentijiled  fmni  mrriiioma 
wn-ix.  30-1 
fnmi  tvtmpioa  of  cenrix,  304 
EndottM-tritJM,  2»4 
ucute,  2S5 
catanhal.  28(1 

caudina  ut«rine  hemorrhoid  31 
cervicuis,  290 
chronic,  286 
clamiRi^tion  of,  anatomical,  290' 

diuiciJ,  286 
decidual,  288 

diapiosed  by  the  ctiretle.  8fl 
diapiwus  of  scrafunRS  in,  300 
dyrnnenarrbixic,  287 
eaLfoIiativt!,  388  _ 

fonns  of  mavrowopic,  390 

micTowopir,  292 
fiinicotia,   2fll 
Itluii'liilur,  202 
ffim'irrh'i'nl,  2WII 
iieiimirhairir,   2S6 
hyperlf»pliic.  291 
interstitial.  208 
anile,  29R 
chrooir.  398 
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EndomctritiB,  membranouB  dyamenor-    F 
rhcea,  2S9  | 

polypoid,  201 
postabortive,  288 
ID  pregnancy,  288 
paeudodiphtheritic,  291 
puerperal,  288 
senile,  289 

acute,  298 
tuberculoua,  287 
ulcerative,  291 
viUous,  291 
Endothelioma  ovarii,  449 
uteri,  369 
of  vagina,  383 
Epispadias,  249 

Epithelial  new-format  iona  of  ovar)',  434 
Erosions.     See  Kndorcn'icitia,  301 
of  cervix,  301,  306 

classification  of,  301 
diagnosis  of,  differential,  301 
follicular,  301,  362 
healing  of,  303 
complete,  303 
incomplete,  303 
papillary,  301 
simple,  301 
Erysipelatous  vulvitis,  252 
Eversion  of  mucous  membrane  of  cer- 
vix, 304,  360 
Examinations  of  the  blood,  103 
Examining  table,  Schmidt,  57 
Exfoliative  endometritis,  145,  289 
Extrauterine  pregnancy,  147 
Exudates,  parametric,  481 

differentiated   from   salpingi- 
tis, 397 
paratyphlitic,  484 
perimetric,  serous,  476 
peritoneal,  484 


FALLOPIAN  tube,  actinomycosis  of, 
403 
anomalies  in  stnicture  of,  378 
carcinoma  of,  404 
changes  in  position  of,  378 
circulatory    disturbances    of, 

378 
cystic  new -formations  of,  406 
dermoid  cysts  of,  404 
development  of,  anomalies  in, 

378 
examination  of,  methods  of, 

377 
fibroma  of,  404 
fibromyxoma  cystoma  of  the 

fimbriir  of,  404 
gonorrhiFal  infection  of,  380 
hirmato salpinx  of.  386 
hydrosalpinx  of,  3S4 
infectious  granuloma  of,  398 
inflammations  of,  381 
lipoma  of,  404 


allopian  tube  in  menstruation,  28 
myoma  of,  404 
new- form  at  ions  of,  403 
papilloma  of,  403 
parasites  of,  403 
polyps  of,  403 
pyosalpinx  of,  392 
sactosalpinx  of,  contents  of, 
396 
diagnosis  of,  395 
salpingitis  of,  catarrhal,  381 
chronic,  382 
diagnosis  of,  clinical, 
387 
classification  of,  381 
purulent,    diagnosis    of, 
clinical,  393 
diagnosis  of,   differ- 
ential, 396 
tuberculous,  398 
sarcoma  of,  404 
sj'philis  of,  402 
turx>-ovarian  cysts  of,  385 
tumors  of,  403 
ibroids,  cardiopathv  of,  338 
of  cervix,  316,  330.  362 
imperil  life  by.  335 
interstitial,  316 

of  cervix,  316,  362 
of  uterus,  308 
intraligamentar^',  of  uterus,  329 
intramural,  of  uterus,  316 
latent,  316 
retrouterine,  247 

differentiated  from  retrover- 
sio  flex  ion  of  ulenis,  247 
submucous,  314 
subacrou.i,  316 

differentiated  from  pelvic  cel- 
lulitis. 484 
from  salpingitis.  397 
uterine,  amyloid  degeneration  of, 
323  ' 
atrophy  of,  322 
calcareous    degeneration    of, 

322 
cancerous     degeneration     of, 

324 
clinical  characteristics  of,  325 
degeneration  of.  320 
fatty  degeneration  of,  322 
gangrene  of,  323 
hemorrhage  in,  336 
myxomatous  degeneration  of, 

323 
pres.su re   and   traction   from, 
320 
of  uterus,  308 

differentiated    from    chronic 
metritis,  332 
from  hsematoceic,  335 
from  hirmatoma,  335 
from  uterine  pregnancy, 
332  s 
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^^B     £79          ^^^^^                      ^^^^^^^^^^H 

^^^H          Fibroid*  of  utenu^  mbmneou*,  *3 14 

Genital  organa,  nonnsl  flccretiofn  of,  ^H 

^^^H                      Mibiennu,.  316 

53                                                                ^M 

^^^H                          (ampiirfttinn  of,  323 
^^^H                             trlHiiKiectalK-.  324 

Genitals,  L-xUTnaJ;  cxaniination  of.  AS      ^^ 

intrnial,   digital   '-xniiiinaiinn   of,            1 

^^^^H          FlbrOdia  of  l-'nllopuin  tube,  404 

05                                                        ^ 

^^^^H 

CirMalton.subponlunvoaltdomiiial,  ISO     ^^t 

^^^H                        iircttira,  Uli 

lilaiuis  of  pn-Knanoy,  128                          ^^M 

^^^H                        vulva,  i^H 

Olniidulnr  <-ii<^<>iiii^tn(t»,  292                        ^^M 

^^^^^^^   FLhromyntiui.  nnri-nmntoiis,  d«gi>n(Ta- 
^^^^^^K              lioD  of,  cariv  n-oogniCtun  of,  324 

Giiii'frrlui'ul  vnd'niii'tnliB,  287                  ^^| 

infvcliori  of  Fallnpian  Uihfr,  381        ^H 

^^^^^^H         atrophy        3'^ 

pt-rilonitipF,  471                                     ^^M 

^^^^^^^H          rhaiigrti  in  rndunit^triiim.  334 

Gnuifmn  follicles,  410                                 ^M 

^^^^^^^B          c])ara<-trml  irs          dinicnl,  325 

Gnitiuloiiia.    in(Artiou«,    of    Fallopian    ^H 

^^^^^^B         degcm-rution  of,  ;i2U 

tiilx-,  398                                                   ^M 

^^^^^^H                  (imyloitl. 

Gmiiuloiiiata,  infc^tiou*,  of  ovaiy.  431    ^H 

^^^^^^^H                                      322 

^^1 

^^^^^^^m                  rantTn>it«,  324 

^H 

^^^^H                   fatty.  322 

TT.f:MATOCKLK  difTerentiatnl  fnMB__H 
n.     fibroids  of  utCTUB,  335           il^^H 

^^^^^^H                  my\omiitniiA.  323 

^^^^^^^^H                  i(»r(-iiiiin.tiiuK,  324 

^^^H 

^^^^^^H         ditwiiosi;'  of,  luiatnniiraJ,  310 

rctrouicriHc.  247                        ^^^^H 

^^^^^H 

dtfr<'r<>nli»lPdfrompi-rifniiitis.    ^H 

^^^^^H                    <liirenrtilial,  332 

■178                                              ^^ 

^^^^^^^H 

Hu-iiialonilpoti   from    uinwta    t-agina^            t 

^^^^^^H         diff<>iv»i,iaif4l  fmm  ectopic  preg- 

207.  2r»S.  2«9                                            ^Jl 

^^^^^^^H 

HjfmatDiiiK.  im,  33.<i                                     ^M 

^^^^^H          etioloRv  of.  308 

difTereritiatcd  Irota  fibratdsof  uto-    ^H 

^^^^^^H          KiiRrcn^-         323 

niA.  335                                             ^H 

of  Ibe  ovary,  41S                                ^H 

^^^^^^^H         hi^tc'eL-in-F-ih  of,  310 

difTerentialtxI  fn>ni  pplvir  rc|-    ^H 

^^^^^^H          intraliK'^nL('iitiir>',  320 

tulili^.  -(SI                                  ^M 

^^^^^^^^1           obii'i'l.ivi.-  xigiiB  of.  328 
^^^^^^^H          pnlpniiftii  and  mlne^ir  luid  mimij 

rctniut^rliip,  247,  478                         ^H 

of  viiWn.  2.53                                       ^M 

^^^^^^^H                                     33') 

Hii'mHiiMiiirt  rn    from    alroda    va^nir,    ^^M 

^^^^^^^H          piv.HMirv  hikI  Inu-tinii  from,  320 

^M 

^^^^^^^P          mi  n  [111  ration  of,  323 
^                 Irutiif^ci-latir,  324 

Hirmalosalpinx,  3^7                                ^H 

from  almiin  i*Hj[itii«',  3M7                     ^^H 

^^^H                        va^iia,  270 

HumtatotrarheloN  front  at  rvMa  vafdruCf  ^H 

^^^H           Fihmmvxuina  rv«luiiia  of  the  liiiibrin-. 

200                                                             ^M 

^^H 

Hanlt^itiniC  iinil  oiiilM^dding  in  «'«JI(>idin,    ^^| 

^^^^1           KiBAiireK,  mnnenilal,  of  \iilva,  2-l!> 

^1 

^^^H           i-'iBtuUr  of  uivthra,  fiU 

in  pnrafHn.  OR                              ^H 

^^^H           l''i\inf;  of  spiMnnions.  *Jh 

HctiiorrliuKP   in   carrinoiiia  of  utcnM,   ^^| 

^^^H            Fetal  heart  tonpo,  133 

348                                                     ^M 

^^^^L^^           tnovcinvtilfl.  131 

raiined  by  the  niirltv,  M           ^^^H 

^^^^^^^L                  aclivr-,  in  rolopir  pn^gnanrv. 

by  wiind,  87                       ^^^^M 

^^^^^m                 UM 

duriiiR  preKoancy,  137               ^^^^H 

^^^^^               BCViiiv. 

in  fibrnniynnia  iitrri.  326          ^^^^H 

^^^m                ntenitf.  20-1 

fmm  Krnital  tract,  24                ^^^^H 

^^^^^1            FivtiiM,  (if<'  Aiid  (If^tb  ('(,  iliaKno«i)>  <>f, 

itilruperi(on<"al.    1G2                      ^^^^^B 

^^H 

inio  ovarian  rviiia,  465                    ^^H 

^^^^B          FoUiviilor  drp-npmtlon  of  remx,  301, 

Ulcnnc  anirniia,  a  cautv  of,  29       ^H 
pndomolritiH  rausiiiR,  31            ^^M 

^^H 

^^^P                  erpsiofie,  301,  302 

local  cniiwA  of,  30                       ^^M 

^^^                           of  cervix.  301,  3(i3 

pani^vo  c«n(^«tioDc*ttang,  30  ^H 

^B                   TiiwtgiMiit  eiiiloiiiotritiH,  2f)l 

plcllH>raniuiun)(.20                       ^^M 

F'urunnUoeis  of  vulva,  2.!)1 

purpuric  conditions  cauHing,  ^H 
opi-ritic      inferlious     diwa«>PS  ^^| 

riAIX-IU.AUDKK.  ili-t.Tided.  3«3 
VT             di(T('n-ntiati*(l  from  nvarint) 

i-JU»>ioft.,30                                    ^H 

Biibin\'ohition  causing,  30          ^^M 

hi  mora,  461 

mutrmir  raiiiM^  of,  213                ^^M 

GaitKivne  of  utpriiie  fibroids,  333 

in  uU'rim'  fibroida.  326                ^^^H 

of  vulva,  2A3 

from  vagina,  24                           ^^^^| 
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Hemorrhage  from  vulva.  24 
Hemorrhagic  endometritis,  31,  28C 

metritis  of  menopause,  33 
Hermaphroditiam,  205 
Hernia  of  ovary,  413 

of  uterus,  247 
Hydatid  mole,  173 
Hydatids,  uterine,  173 
Hydatiforra   degeneration  of   chorion, 
173 
mole,     choriocpithelioma     malig- 
num  following,  182 
chorionic  villi  in,  177 
decidua  serotina  in,  177 

vera  in,  177 
degeneration    of,    malignant, 

182 
diagnosis  of,  186 
examination  of,  microscopic, 

177 
histor>;  of,  173 
synrytioma  malignum  follow- 
ing, 182 
Hydronephrosis,  551 

differentiated    from    ovarian    tu- 
mors, 461 
Hydrops  tubic  proSuens,  385 
Hydrosalpinx,  384 
Hymen,  264 

cysts  of,  266 
rupture  of,  in  labor,  264 
Hypertrophic  endometritis,  291 
Hypertrophy,  congenital,  of  ovary,  414 
of  ovarv,  414 
of  vulva,  249 
Hypoplasia  and  atrophy  causing  amen- 
orrhea, 37 
Hypospadias,  249 
of  \-ulva,  249 
Hysterocele,  247 


INFANTILE  vulva.  248 
Infectious    granuloniata   of    Fal- 
lopian tube,  398 
granulomatA  of  ovarv,  431 
Infiltrating  carcinoma  of  vaginal  por- 
tion of  cervix,  342 
Inflammations  of  Fallopian  tube,  37!) 
of  ovary,  419 
of  urethra,  512 
Inflammatory    diseases    causing    dys- 
mcnorrhcca,  42 
sterility,  48 
Infundibular  tubal  pregnane v,  156 
Interstitial  endometritis,  29S 
acute,  298 
chronic,  298 
fibroid  of  cervix,  316 

of  utenis,  308 
tubal  prceiiancy,  147 
Intonireteric  ligament,  491 
Intraligameiitary  development  of  ova- 
rian tumors,  462 


IntraliKamentary   fibroids   of   uterus, 

329 
Intramural  fibroids  of  uterus,  316 
Intraperitoneal  hemorrhage,  162 
Inversion  of  the  uterus,  1^1 

differentiated   from   partially 
divided  uterus  with  a 
depression  in  the  fun- 
dus, 236 
from    pedunculated    fib- 
roid   or    polyp    lying 
within  the  vagina,  236 
from  prolapsus  uteri,  237 
from  submucous  fibroid 
lying  within  the  canity 
of  the  uterus,  236 
from  submucous  fibroid 
with  partial  inversion, 
237 


KELLY-PAWLIK  method  of  cya- 
toBcopy,  4ft4 
Kidney,  diagnosis  of,  546 
calculi.  564 
enlargement  of,  550 

hydronephrosis,  551 
new-formationa,  558 
perinephric  abscess,  554 
pyonephrosis,  552 
methods  of  examination,  546 
I  movable  kidney,  548 

I  renal  calculi,  564 

I  topography,  .M6 

tuberculosis,  556 
]  Knee-chest  position,  68 
Kraurosis  vulvie,  250 


LABIA  minora,  cysts  of,  262 
Labor,  spurious,  162 
Lateroposition  of  uterus,  217 
licprosy  of  ovary,  433 
Leucorrhcca,  53 

in  cancer  of  utenis,  55,  348 
in  infants,  53 
in  old  women,  55 
in  pregnancy,  130 
in  sexual  maturity,  54 
in  vii^ns,  54 
I^ipoma  of  Fallopian  tul>e,  404 

of  vulva,  2.58 
Lithopedion,  156 
Lithotomy  position,  68 
Liver,  tumors  of,  460 

differentiated    from    ovarian 
tumors,  460 


MALDEVELOPMENTS     causing 
dvumcnorrhcea,  41 
sterility,  46 
of  ovary,  410 
of  vagina,  267 
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ohononic  vitli  in.  177          ^^^^H 

^^^^^^F                 wplUH  (hiloniliiriit),  208 

^^^^^m                                211 

dmdiia  vm  in,  177            ^^^^H 

^^^H^                           iinirnrriiH,  2041 

IttHlory  of,  173                       ^^^^H 

^^^F                    oi  vaj^iia,  2G7 

Momine  MirkiiosFi,  127                              ^^H 

^^^1             Mnliminiit  Rn)v,'th  dia4Ciic>flPc)  bv  thi^  ni- 

in  liibal  pn-pinnrv.   IM)           ^^M 

^^H                   n\u:  89 

MucoUa  pnlrh  on  vcTvix,  SOl                     ^^M 

^^^^^^^    34iilp(Kiitiaii»i  vaiiMiic  dyameuorrbtca,-!) 

polyjui,  300                                 ^^^M 

^^^^^H 

Miilu|»arity.  diafcnosiR  of,  137            ^^^H 

^^^^^■^ 

5liiininifi(-nUMn,    I.1G                               ^^^^H 

^^^^^^^B                 mitoflcKion,  338 

Myoma  of  FallopiaD  tube.  -KM          ^^^^H 

^^^^^^^H 

^^^^H 

^^^^^^^H                  uiilrvi-T^ion,  237 

utPTi,  30S                                        ^^M 

^^^^^^H  '                               ulrri,  21S 

Myxoma  t-horii,  173                                    ^H 

^^^^B 

Myxomatous  dcigcDeralioQ  of  ntorinc    ^H 

^^^^^^^r                   i»%-fn>ion.  231 

'fibroids.  323                                             ^M 

^^^^^^^L                   lalcrupisilion,  317 
^^^^^^B                 pallioioitica)  fiNation,  2IS 

^^U 

^^M 

^^^^^^^^L^^ 

"VTARtXISIH,  cxMniinalion  undor.  74   ^H 
XT      Kcn'nuji    phpnoinnia    in    prqj-    ^^ 

^^^^^^^^^K         (iritiinry  Hf)>cRtit.,  220 

^^^^^^^^^B          |)rrj|iipAiiit,  220 

nani-y.    I2S                                        1 

^^^^^^^^^^^^ 

in  tubal  pregnancy,  100       ^^ 
Nt'uromn  of  vnlvn.  2fiS                              ^H 

^^^^^^H^                 rc(mv<-isioflcxii]r, 

^^^^^^^^■^                   M-niiiilnry  )1eM^*nt,  220 

Nitse  rysloacope,  4EM                                ^^^ 

^^^^V                                            22(1 

^^^M 

^^^^^^^   Muiitnan-  Rttuidfi,  chungvs  of,  in  prcg- 

^^^^^^ 

^^^^^^K                      nano'i  '28 

/^ItKSITV.  461                                ^^^H 

^^^^^^f                  fhangi^fl    in.    in    tubal    pn>g- 

^^^^^^^                       nancy. 

(Edema  of  vulva.  2&3  '                      ^^^H 

^^^^1           Mamaec  of  nrAr  ivlatix-ra  a  rauac  of 

Omentum,  futlv  itimora  ol,  456              ^^H 

^^^H 

Oophoritis,  4\V                                          ^H 

^^^H           M<.-inl)mnun-uus  utvruB,  301 

Oviuiiin  ewt.  dvp-m-ratiun  uf,  ntalig-  ^H 
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iiLilifCnnnl     d^gencmUon     oT,            \ 
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4011                                                          J 

ntiatomy  of.  2(1 
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rfTpds  of  ovarioUunv  on,  38 
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mrastrual  molimina,  3R 

luinor^,  433                                  ^^^^H 

pain  during,  351 
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>liy(^ir>]oicicii]  abwnw  of.  3Q 
tn  uiUai  profnuuivy.  lAO 
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deraopmeni     of,     inirallg»-    ^J 

Me«eot«ry,  chylous  cyats  et,  38S 

niDnUn-,  403                            ^H 
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(K-HTiaii    tumors    didrrvotiatcd   from 

altantfiic  *,•>'*•«•  "WI 
fmni  Asc'iUrH,  4.'i6 
frurn  f-hyk'us  cVKts.  4Ct 
from  i-ystic  ik'K'^nfraCimi 

of  uvaritiA,  4A2 
from  diaUU)d«ii  bisddfr. 

4SS 
from  (lisLvndod  pUI-blud- 

tlrr,  4()l 
from  pchinoi-wrmis  cvst, 

455 
from  crtopir  prcgiianer. 

465 
rrom  fatty  lumors,  461 
from  hydmnrphrosM,  461 
from     (wfiiTwatic    ryttls, 

4.S7.   160 
from    psrovariAn    cvtla, 

455 
from    phiuitom    luniitni. 

I5(> 
from  uplimif  tumors,  460 
fruiii  tumors  of  IJvtT,  460 

r«i«  uf,  UK 

inLrnIi|[uni<mtar>'<       d«vclop- 
iwiil  uf.  462 
Ovariotomv,  cffwt  on  mtritstnuilion,  38 
Uvaritw,  4'19 
ILTlltC,   410 
rhmnir,  42(> 

diaiCDUHH  of,  rlininJ,  42R 
difft^rrntiat«d  from  coiif(csLioci  of 
ovar>-,  4211 
from    hew-gPDWth   ot  ovary, 

429 
from  par»m<?trirffxiidate9,439 
from  prritypliJiLis,  420 
salpinptis.  42^ 
ttibrrciiiouM,  431 
Ovary,  absci-sa  uf,  42S 
nruio,  425 
chrrmic,  42ll 
alj8('u<«  uf,  410 
iictinomyiii>'<ii  of.  133 
BiiaLotny  "f,  4117 
Rtruphy  of,  411 

cotifcnnitiU,  411 
ramnoiiui  of,  441 
ehaoffro  in  uotfiUon  of,  412 
rimiiKtfin-  aiitt.iirti(uice«  of,  415 
cnriKi'iltiin  of,  41<'t 

dt(T<-nTitint«d    from   ovaritie, 
12» 
cnr;)ii'<  liiti-iim  (^'sts  nf,  431) 
cyjitK'  dcgi-mTaiKPU  of,  420 

difFtMvtitinl'Od  from  ova- 
nun  i.imi<>rs,  452 
cytim  of.  di'mioiil.  443 

•fmplf.  420 
d*)tPni-rnlitm  nf,  ryutir,  430 
d«vi'l()ijriii'nl  of,  anoiiiiilU'B  ui.  410 
emlnlli<-liomn  of.   lUI 
exoiiiiiiAtion  of>  mcth'tds  of,  40tf 


Ov&T}'.  fibroma  of,  447 

KLOulomaltt  of,  infectious,  431 
nintoma  uf,  416 
bcniia  ot,  413 
bistoloKy  of.  408 
bypcrtroph}'  of,  4(4 
confEpnitnl.  414 
infliunmation  of,  411) 
Icprom-  of.   iXA 
mAlde'vrlonmcnta  of,  410 
myoma  of,  448 
nvw-fumialionfi  of,  433 

t'Itni(-&l  dia^nuMS  of,  451 
(•pil-htrlial,  434 
rniw-gruwlliH  (if,  4.t:t 

difTrn-ntiatcil  from  ova- 
ritis. 452 
psnuilM  uf,  415 
sBKOma  of.  AiH 
miprmunu'rarv,  411 
syplillu)  of.  4:» 
torKJon  of  jM-dirlA  of,  463 
tutM^rciiloKis  of,  431 
tumon  of,  433 
ftdlifrcnt.  4t)2 
ooiukertive  iuMi«,  447 


PANCREATfC  r«rti<.  460 
difTi^n'iitinled   from  oviuian 
timitint,  4<M 
Papillary  rrosionti,  301 
Pnpilloma  of  Knllopian  tube,  403 
I'arattiii  wrtion*.  (IS 
Paiumelrir  pxudati-*.  484 

diflfcTTiUmicd   from  ovnrittfl, 
421) 
from  (^pinKitis,  31r7 
PBnmptritis.  See  PeK-ir  nllulitiit,  470, 
4A4 
acutP,  4S0 
ehronir,  481 
rrtn>iit4'ritM*,  484 
Pamsilcs  of  l-'ullopian  tube,  403 
Pftratyphlitio  <*xiidntr.  4SI 
P»irii(yphh(i«  liiffi-n-titinlt-d    (nun   prl- 

viL'~ml]ulilifi.  m^l 
Paraa-a^nilis.  276 
Parovnrinii  ryflj",  443 

difT<^iili»t>Td    from    ovniian 
tiimon,  455 
frtmi  MilpiiiKiliit,  307 
Pawlik  meOiod  of  iTftowopy,  49'1 
Pedunculate  fibroidn  aiid  poIypB  ly- 

inK  within  Iht-  vniritin,  321 
Prlvic  ocUulilin.    170 
a«^tr>,    480 
chronic,   4S1 
clo^ft'Catioii  of,  479 
d'>liTiili<in  of,    170 
diiiinio!')''  of,  difTerr-nlial,  4SS 
difTerontintifl  frotti  maliKnant 
diionw  of  p<'U'iH,  4S,'i 
from  parat>-]>hlitiH,  484 
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Pelvic    celliilitia    differentiated    from 
pelvic  tuematoma, 
484 
peritonitis,  483 
from  psoas  abscess,  485 
from    retrouterine    peri- 

raetntis,  484 
from    subserous    fibroid, 
484 
exudate  in,  eon«stencyof,483 
form  of,  482 
mobility  of,  482 
position  of,  481 
relation  of,  to  neighbor- 
ing organs,  483 
tenderness  of,  483 
exudate,  481 

differentiated     from    ectopic 
presnancv,  167 
bsematocele    dinerentiated    from 

ectopic  pregnancy,  169 
hiematoma,  484 

differentiated  from  pelvic  cel- 
lulitis, 484 
and  hcematocele,  169 
inflammation,  acute  and  subacute, 
a   contraindication   to   cu- 
rettage, 90 
caused  by  the  sound,  87 
peritonitis,  470 
acute,  475 

adhesions  in,  peritoneal,  47C 
chronic,  475 
definition  of,  473 
diagnosis  of,  clinical,  477 

differential,  478 
differentiated  from  pelvic  cel- 

lulilift,  483 
etiology  of,  474 
exudates  in,  peritoneal,  476 
Pelvimetry,  78 

Pelvis,  cysts  of,  echinococous,  455 
niiiligiiuiit  disuse  of,  366 

diffcrimtiated    from    ec- 
topic pregnancy,  169 
Pi'riciroal  alisceHs,  306,  4S4 
I'eriniftrir  exuiiiitPH,  serous.  476 

rcln)uteriTic.        differentiated 
from  pelvic  cellulitis.  484 
Perineiiin,  niptiire  of,  in  labor,  221 
IVriiiviiritiH,  tubereulous,  432 
Periloiieul  adhesions,  476 

exudates.   476 
Peritoneum,  anatomy  of,  470 
Peritonitis,   470 

benign,  non-infepfinua,  471 
eareinomalnus,  471 
diagnosis  uf,  differential,  478 
differentiated   from  ovarian  cvfH, 
4.53 
fnxii   nMrnflexed  gravid   ille- 

ni-i.   47S 
fruni     ri'iniulerine     hcemato- 
ccle,  478 


Peritonitis,  general,  471 
gonorrhceal,  471 
pelvic,  473 

acute,  475        4 
adhesions  in,  peritoneal,  47(i 
chronic,  475 
definition  of,  473 
diagnosis  of,  clinical,  477 

differential,  478 
differentiated      from      pelvic 

cellulitis,  483 
etiology  of,  474 
exudates  in,  peritoneal,  476 
putrid,  saprophytic,  471 
retrouterine,  484 
septic,  471 
tuberculous,  471 
PerityphUtis,  463 

differentiated  from  ovaritis,  453 
Placenta  pra>via,  33 

premature  detachment  of,  33 
Placental  souffle,  133     . 
tissue  retained,  364 
Plethora  causing  uterine  hemorrhage, 

29 
Polypoid  endometritis,  291 
Polyps  of  Fallopian  tube,  403 
Postabortive  endometritis,  288 
Pr^nancy,   auscultation   of  abdomen 
in,  133 
in  bicomate  uterus,  168 
in    a    bicomate    uterus    differen- 
tiated from  ectopic  pregnane}', 
168 
changes  in  mammarv  glands  in, 

128 
complicated   bv   ovarian   lunmrs, 

467 
complicating     tubal     or    ovarian 

swelling,  467 
contraindications     to      eun'ttage 

after,  90 
diagnosis  of,  anatomical.  140 
discoloration  of  vagina  in,    128 
ectopic,   147 

active    fctai    movements   in, 

161 
anatomical  changes  in,  157 
auscultation   of  abdomen   in, 

161 
bimanual  examination  in,  1&5 
classifieation  of.   149 
deeidua  of,   137,  146 

discharge  of,  in,  162 
diagnosis  of,  clinical.  160 

diffen-ntial.    16(i 
diffen-ntiated    from   fibmniy- 
oma  uteri.   169 
from    malignant    disea«' 

of  pelvis.   169 
froni  ovarian  tumors,  IfiS 
from  pelvic  exudate,  1(>7 
hiematoma  and  hav 
niatocvle,  169 
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Pregnancy,  ectopic,  difTerentiated  from 
pregnancy     in     a 
Dicomate    utehis, 
168 
in  a  retroverted  ute- 
rus, 166 
in     a     nidi  men  tary 
hom,   168 
from  uterine   pregnancy 
complicated    with    tu- 
bal or  ovarian  swelling, 
166 
discoloration  of  vagina  in,  161 
etiology  of,  147 
genetic  reaction  in,  148 
palpation  of  abdomen  in,  161 
retrogressive  changes  in,  166 
suppuration  in,  156 
endometritis  in,  288 
extrauterine,  147 
glands  of,  142 
Eemorrtu^e  during,  137 
interstitial  tubal,  156 
irritable  bladder  in,  128 
leucorrhtea  in,  130 
multiple  diagnosis  of,  137 
nervous  phenomena  in,  128 
ovarian  tumors  complicating,  168 
position  of  uterus  in,  135 
m  retroverted  uterus,  166 
retroverted   uterus   complicating, 

166 
in  a  retroverted  uterus  differen- 
tiated from  ectopic  pregnancy, 
166 
in  a   FudimenbaTy   bom   differen- 
tiated from  ectopic  pregnancy, 
168 
tubal,   147 

abscess  formation  in,  152 

ampullar,  149 

changes  in  mammary  glands 

in,   161 
infundibular,  156 
menstruation  in,  160 
mole  formation  in,  155 
morning  sickness  in,  160 
nervous  phenomena  in,  160 
pain  in,  160 
uterine,  332 

complicated  with  tubal  and 

ovarian  sn'ellings,  166 
diagnosis  of,  125 
differentiated  from  fibroids  of 
utenis,  3.32 
Prolapse  of  urethra,  511 
of  uterus,  225 
of  vagina,  224 
Prolapsus  uteri,  225 

with  atresia,  231 
differentiated  from  inversion 
of  uterus,  237 
from  cyst  of  vagina,  231 
Pruritus,  263 


Pseudodiphtheritic  endometritis,  291 
Psoas  abscess,  485 

differentiated  from  pelvic  cel- 
lulitis, 485 
Ihierperal  endometritis,  288 
ulcers  of  vagina,  274 
vaginitis,  274 
vulvitis,  252 
Purpuric    conditions    causing    uterine 

hemorrhage,  29 
Purulent  salpingitis,  389 
Pus  tube,  392 

Putrid  saprophytic  peritonitis,  471 
Pyosalpinx,  392 


/"VUADRANTS  of  bladder,  492 

RECTUM,    abdominorectal    exami- 
nation of,  76 
digital  examination  of,  74 
traction   on   uterus    in  examina- 
tion of,  76 
Renal  calculi,  564 
Ketroposition  of  uterus,  216 

differentiated  from  retrover- 
sioflexion  of  uterus,  247 
hiematocele,  335 
hiematoma  and  hematocele,  247, 

478 
parametritis,  484 
perimetritis    differentiated    from 

pelvic  cellulitis,  484 
peritonitis,  484 
Retroversioflexion  of  uterus,  240 

differentiated   from  anteSex- 
ion,  247 
from     retrouterine     fib- 
roids, 247 
from  swellings  of  tubes 
and  ovaries,  246 
Retroverted  uterus  complicating  preg- 
nancy, 166 
Rodent  ulcers  of  vulva,  262 
Rudimentary  uterus,  204 


SACTOSALPINX,  contents  of,  396 
diagnosis  of,  395 
of  Fallopian  tube,  contents  of, 
396 
diagnosis  of,  395 
purulenta,  394 
(Salpingitis,  381 
catarrhal,  381 
acute,  382 
chronic,  382 
classification  of,  381 
differentiated    from    appendicitis, 
396 
from  new-formation  of  tubes, 

398 
from  ovarian  cysts,  398 


^^^^^^^^^^^^^            r^DBX                 ^^^^^^^^^B 

^H                Solpin^lis  difTercntiated  from  ovartan 

Speculum,  vacinal,  Sims'  duck-hill,  TO    ^H 
tiihular,  79                                     ^H 

^^^                             tumors.  39S 

^^^^L                        from     iiaroniPtnc     ^xudalca, 

SplnuL-  luiiHim,  400                                       ^^^ 

^^H                            367 

Squamouii-roH  fsrcinoma  of  ui«ru9, 342            J 

^^^H                      from  pamvarian  cysta,  308 

Stcniity,   13                                                   ^^ 

^^^^^1                           from  Milisi-ruii!)  fihruids,  397 

alc>liolisni  a  nuse  of,  -16                     ^^H 

^^^H                of   l-'alloniiin   tube,   diagnosis   »r. 

^^^H                    rlinU-al.  ^7 

anmnia  a  cauisc  of,  45                  ^^^^H 

eaustrti                                                    ^^^^^| 

^^^^^B                  UtliiiticH  iiodona,  1)83 

dyspurruiiia  a  t-aiise  of,  46          ^^^^^| 

^^^^a                puruknt,  of  Fallopian  tu(>o.  dia£- 

iitf1anin)ator>'  dif«aH>§  causing,  4^     ^^M 

^^^^H 

influcncH-  uf  si'\ua]  int^tinrl  on,  44     ^H 

^^^H 

maldt^vc-lopnif-nt  rnuoiii^,  4b                 ^^H 

^^^P                                            diffcrvtit  iol,    396 

malfonnations  trau^ng,  4U                  ^^M 

^^^^                 tulHTnilnus.  308 

mslpoHliunp  rnufling,  47                      ^^H 

^M                                  lit  l-'nlkipi»ii  tiibi'.  308 

nrw-fomintioiiK  (-aUKuiK,  49                 ^^H 

^^^^_          Sarroma  of  txidv  of  utunis,  374 

ulMTNly  a  cviifT  pf,  45                  ^^^^^| 

^^^K                of  cervix,  ^73 

primary,  44                                    ^^^^^| 

^^^H                        Af  nt«niH, 

Kocoiidan,-,                                   ^^^^H 

^^^^H                                vagttiaJ  portion,  372 

H-j(T]id  iixci'wi  a  ratiei'  of,  4G               ^^H 

^^^^ft                of  Fallopian  tube,  404 

ini-ompntihility  a  f»wf  of,  tfi      ^^M 

^^^K 

trtnimuUMit^  tauKing.  W                       ^H 

^^^^^H                   utvthn,  fil4 

Stmittx-orcuK   iiiftK-tion    of    FaUopinn      ^^M 
tube.  396                                                    ^M 

^^^^H                   uleruH, 

^^^^H                     diasno^:«  r>f,  AnAtnmit-Al,  372 

Striir  gTHVtdarun),  137                                 ^^M 

^^^^^^^^ 

SlricLurt*  i>f  un-tlini,  511                             ^^H 

^^^^^^B                          Riii-roscopio.  37>1 

Subinvolution  niutiinx  ut«rin«  benuir-     ^H 

^^^^P^^                  etinlo{r\*  nf,  371 

rh.i|;«>.  311                                                    ^H 

^^^V                  of  vaRina.  '2R2 
^^^P                 of  \-tavn,  2G1 

Suhmui-oti^  fibroitU,  314                                 ^^H 

partial  invfmioii.  237                 ^^M 

^^^^           SflProma-rhonocflllllaiv.  102 

of  iitpnilt,  314                                  ^^H 

^H                  SanomatoiiA  degvueratiori  of  a  fibriJ- 

and  inl<?f!>ttliiil  fibroid*,  316                ^^| 

^H                  nivoma,  eixrh-  nr'co^nitioik  of,  375 

Hubperitciieal  fibroidi^  of  uttmjii,  316        ^^M 

^H                  Sri  mill  itjM  4'Vft;*  of  vnlvn,  25S 

Suhppriloni«>nlKlominal  p^alioD,  I50       ^^M 

^H                8eti>tuliiT'v    ile9^«iit    and    prulapee    of 

Subecroua  lUiruid,  316                                  ^^^ 

^1                        utcni.'t.  225 

fibroids  of  uterus,  316                         ^^M 

^1                H«^rcKaU>r,  .'ttVi 

Bupemumprary'  ovary,  341                            ^^H 

^H                Beoilp  etiiiometritiK,  2^9 

Syn?ytjoinu  inaUipium   foUowin;  hy-     ^^M 

■                                aniip.  20S 

dntifomi  mole,  1S2                           ^^t 

^H                  Soptjp  pt^ntnnitLi,  471 

of  vnffina,  2S2                                            ^^H 

^H                S)^\iial  (-xtfiw  a  i-nune  (if  sloriltty.  W 

Syphilid  oT  i'*Tvi:(,  361                               ^^M 

^^^^H                  incnmpatihililv  a  rauiw*  of  f*terilit%-, 

nf  Fallopian  Utbe.  402                         ^^M 

^^B 

of  nvarx-,   4:13                                              ^^M 

^^^^F                inxtinct,  its  inEuence  upon  stvril- 

Syphitilio    uU-t*    diff^rrnltalrd    frutu     ^H 

^f                           ity.  -Id 

riirt-inoma  of  vnKiniU  3KI          ^^M 

^B                 SimnnJi'  *snnculum,  Hd 

^H                 Simv'  du('K-bilI  0[>e<^lii[n,  70 

of  vitninn.  2S1.  274                         ^H 

vulvitis.  2G3                                               ^H 

^H                        posiiinn.  79 

^^H 

^m                        vat^nai  ilpprcmor,  79 
■                 8oft  i-hanrm,  2r>3 

^^H 

mELANaii':(TATKr  fibroids  of  utc     ^M 
L    ni»,  324                                      ^M 

■                 SouHK  fi'tal    133 

^1                           plan-nlal,  )Xi 

'ror<tion  of  pi>4liHr  of  ovarian  trytda,  463     ^^| 

^^^^          Sound  in  examining  urethra  and  blad- 

of  ut4>niA,  221                                         ^H 

^^^V                 itnr  of,  in  uterine  fibroida,  330 

Trniimal  i.tnui  caiiHinn  atprility,  4R             ^^H 

Triftoiii-,    190                                                 ^^H 

^                Spccimrnd,  innuntini;  of,  method  of,  90 

'I\iImI  abortion,  154                                      ^^M 

^H                        ttlainitie  of,  [Dclhorl  of,  99 

pregnancy,  147                                   ^^M 

^B               Speculum,    urethra],  iutroduction  of, 

alMirrwi  formation  in.    loZ            ^^M 

■                               493 

nculc    abdominal    aft«>rlion>,      ^H 

^B                      vagitial.  79 

diffcTen tinted  from,  160          ^^M 

^m                             Itoi-xiiinn'ti.  80 

antpiilinr.    149                                   ^^H 

^                                f'urro's.  »0 
Oirrior  B,  79 

infundibular,  150                    ^^^^M 

Inl'-rHtitJAl.  156                      ^^^H 

PMn's.  70 

mrnMlRiation          160             ^^^^^| 

SimonH*,  79 

mule  foniiutkiu  in.  I5S              ^^M 
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Tubal  pivgnann',  momiiif^  ricknofs  in, 
ItW' 
nenous  phoDomfna  in.  ItiO 
pain  in.  iiiO 
Tubemiloeia  of  wnix,  361 

of  ovan-.  431 
Tuben-uloiia  endometritis,  287 
ovaritis.  431 
periovaritis,  431 
saipineitLi,  39S 

ulcers  differentiated  from  carcino- 
ma of  vapna.  281 
of  cervix,  361 
of  vaeina.  2S1 
of  vulva,  263 
^'aKiniti^.  281 
x-nlvitia.  263 
Tuboperitoncal  gestation,  152 
TuuKirs,  adherent,  of  ovar\',  462 
connective  tissue,  of  ovar\%  447 
of  Fallopian  tube.  403 
fatty,  differpiit  iati-d  from  ovarian 
tumors.  461 
of  omentum,  455 
of  liver.  460 

differentiated    from    ovarian 
tumors.  460 
of  omentum,  455 
ovarian,  433 

bilateral,  384 

complicatinft  pregnancy,  467 

development     of,     intralifEU- 

mcntar)',  462 
differentiated   from   allantoic 
cysts,  461 
from  ascites,  456 
from  chylous  cysts.  461 
from  cvHtir  dcp'ncration 

of  ovaricM.  452 
from  ilistcndcd  bladder, 

4.'J5 
from  iliMlrndcd  gall-Iilu<l- 

dcr.  461 
from  cchinoct)ccua  cyut, 

455 
from  ectopic  prcgnancv, 

455 
from  fatly  tumors,  401 
from  hydmneplin>sin,  461 
from     puncrcatio    cv«ts, 

460 
from    parovarian    cystB, 

4.55 
from    phantom    tumorH, 

456 
from  splenic  tumors,  460 
from    tumora    of    liver, 
460 
fate  of,  468 

intralifcamentary  de  vclopmen  t 
of,  462 
of  ovarv,  433 

ndlierent,  462 
phantom,  of  abdominal  wall,  456 


Tumors,  phanioni.  diffcimtiaml  I'nun 
ovarian  tuHRirs*.  456 
»i:4cnic,  4tiO 

diffen>ntia(cd    fium    ovaritui 
tumors  460 
of  un'lhra,  513 
of  vulva.  258 


ULCERATIVK  «mlonictrili!t,  291 
vafcinilis,  274 
ricers,  rantvr^ius.  of  wrvix.  3(Vt 
of  (vr^ix,  3(V» 

mltcn-ulous,  ;«Vi.  361 
dccubiltiK.  305.  3t>0 
nphilttic.  of  cervix.  361 

differentiated  fnun  carcinontn 

of  vaginn.  2S1 
of  vafrina.  281,  274 
tuberculous.  2SI 

diffcn>iiti»tcd  from  cari'inoiiw 
of  vagina.  2SI.  274 
of  vafina,  decubitus,  281,  274 
diphthcrilic,  274 
pucq»cnil.  274 
IuImtcuIous.  274 
of  vulva.  217 
nnlcnt,  262 
svphilitic.  2t« 
tulH'rcuKiuM.  263 
I'lcus  nioUc  of  vtUva,  2.52 
I'niconiHte  u tents,  206 
I'reter,  .5:1] 

anatomy  of,  .5^11 
catheterization  of,  .5.33 
conKciiilal  niiomalics,  A!)8 
hydniun-tcr,  .'V43 
nipthmlH  of  cxHitiination,  51)3 
obstnictitm  of.  ."HI 
calc-uiiiH,  .542 
Klrictun-,  .543 
pliysioloKV,  532 
UH'Icral  fistula.  544 
rrotcnil  <irifi('<'s.  41)0 
rrcl^ritis.  .531) 
Ifrethni,  ahsencc  of,  510 
anittoiiiy  of,  -tS8 
atresia  of,  510 
careinoiiKk  of,  51  I 
(lilHtation  <if,  .508,  510 
disloealiou  of,  510,  511 
displiiii'incntK  of,  510 
examination  of,  iik^UkkIh  of,  402 
ctiMicUT  and  Mniiid,  4113 
<"yst<Jncopy,  41M 
inHTNtctioit,  403 
Kclly-Pawlik,  404 
Nitxe,  4fM 
pal|>ation,  4I>2 
pcrctiKMioii,  402 
Mcj(n*((at*>r,  fiOR 
urethroacopy,  404 
fibnima  of,  514 
Grtuln  of,  514 
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Urethra,  foreign  bodies  in,  S14 
inflammation  of,  512 
inspection  of,  508 
malfonnations  of,  510 
acquired,  610 
congenital,  510 
new-fprowths  of,  513 
palpation  of,  492 
partial  or    complete    absence  of, 

510 
physiology  of,  488 
prolapse  of,  511 
sarcoma  of,  514 
stricture  of,  511 
tumors  of,  513 
Urethral  caruncle,  211 
fistula),  514 

speculum,    introduction    of,    494, 
508 
Urethritis,  512 
acute.  512 
chronic,  513 
Urethroscopy,  508 
Uterine  cavity  exposed,  100 

contractions,  intermittent,   134 
curette,  88 

contraindications  for,  00 
dangers  involved  in,  90 
in  diagnosis,  88 
dilators,  83 

Ellinger'a,  83 
Goodell's,  83 
Hegar'fl,  83 
displacements,  diagnosis  of  adhe- 
sions causing,  245 
fibroids,  308 

amyloid     degenerations     of, 

323 
atrophy  of,  322 
calcun'oiis    di'goneration    of, 

322 
caiiccrous    dogeiieration     of, 

324 
clinical  charactcriMtics  of,  325 
dogcncnitiim  iif,  320 
fatty  dogcncrsit  inn  of,  322 
gaiigivnc  nf,  323 
hcniorrhitKP  in.  330 
invxomatous  degeneration  nf, 

323 
pressure    and    traction    from. 
320 
hemorrhiigt',    aiipnmia  a  cause   of. 
2!) 
enilornctritis  caiising.  31 
passive  congestion  causing,  30 
plethora  causing,  29 
purpuric   conditions  causing, 

30 
specific      infectious     diseascn 

raiising,  30 
subinvolution  causing,  30 
hydatids,   173 
pregnancy,  332 


Uterine  pregnancy,  complicated   with 
a  tubal  and  ovarian  swell- 
ing, 166 
diagnosis  of,  125 
differentiated  from  fibroids  of 
uterus,  332 
segment,     lower,     softening     and 
compressibility    in    pregnancy, 
130 
sound,  84 

dangers  involved  in  the  uae 

of,  87 
indications  for  the  use  of,  85 
preliminan-  procedures,  85 
tissue,  removal  of,  for  diagnostic 
purposes,  93 
Uterus,  abscess  of,  306 
absence  of,  203 
accessory,  211 
anteflexion  of,  238 
anteposition  of,  215 
ante  version  of,  237 
arteriosclerosis  of,  33 
body  of,  sarcoma  of,  374 

squamous-cell   carcinoma  of, 
358 
broad  ligament  fibroids  of,  320 
cancer  of,  leucorrhtca  in,  348 
carcinoma  of,  340 

bimanual  palpation  in,  352 
cachexia  in,  349 
diagnosis  of,  anatomical,  342 
clinical,  347 
difTerential,  360 
extension  of.  345,  366 
microscopic,  353 
recurrence  of,  368 
etiology  of,  340 
exploration  of  uterine  cavity 

in,  352 
extension  of,  S-IS,  366 
hemorrhiigr  in,  348 
hereditv  in,  341 
leucorrha-a  in,  348 
pain  in,  348 
aquamouf*-cell.  342 
svmptoiiis,  niisi-cllancfius  in, 
'  34!) 

topographical     classifical  ion, 
340 
cer\-is  of,  sarcoma  of,  373 

vaginal   portion,  sarcoma  of, 
372 
descent  of,  220 
double,  211 
elevation  of.  219 
endothelioma  of,  306 
fibroids  of,  308 

differentiated     fn)m     chronic 
mctrilis,  332 
from  hii'iiiatoecle.  3.35 
from  hirmatoma.  335 
from  uterine  pregnancy, 
332 
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Uterus,  fibroids  of,  interstitial.  316 
introlipamentarj-,  329 
intr&niural,  316 
submucous,  314 
subperitoneal,  316 
subserous,  316 
suppuration  of,  323 
te  fan  electa  tic,  324 
fixation  of,  patbolofpcal,  215 
hemorrhage  from,  29 
hernia  of,  247 

inspection  of,  after  removal,  100 
inversion  of,  231 

differentiated  from  prolapsus 
uteri.  237 
latcroposition  of,  217 
malformation  of,  203 
malposition  of,  212 
membranes  expelled  from,  144 
membranous,  204 
mobility  of,  patholof^cal,  215 
perforation  of,  by  rurette,  90 

by  sound,  87 
position  of,  in  preffaancy,  135 
primary  descent  aiid  prolspue  of, 

225 
prolnpjie  of,  220 
retroposition  of,  216 
retro\ersioflcxion  of,  240 

differentiated   from  anteflex- 
ion, 247 
from  retrouterine  fibroid 

247 
from   swellings  of  tubes 
and  ovaries,  240 
nidimentarj',   163 
aarconin  of.  371 

diagnosis  of,  anatomical,  372 
clinical,  375 
microscopic,  374 
etiology  of.  371 
teat  curcttiiRc  of,  94 
torsion  of,  220 


VAOINA,  absence  of,  267 
atresia  of,  267 
carcinoma  of,  27!) 
chorioepitlielioma    malignum    of, 

282 
cysts  of,  277,  231 

differentiated  from  prolapinis 

uteri,  231 

decubitus  ulcers  of,  274 

dL'Hcent  of,  224 

diagnosis,  clinical,  of  diseases  of, 

275 
digital  examination  of,  66 
discoloration  of,  in  ectopic  preg- 
nancy, 161 
in  pregnancy.  128 
displacement  of,  224 
double,  272 
empbyaematous,  275 


Vaf[ina,  endothelioma  of,  283 

fibroma  of,  279 

hematocolpos  of,  270 

hirmatomctra  of,  270 

hirmatosalpinx  of,  270 

hemorrhage  from,  24 

mal developments  of,  267 

malfonnations  of,  267 

new-formations  of,  277 

prolapse  of,  224 

sarcoma  of,  282 

stenosis  of,  267 

syncytioma  of,  282 

lucers  of,  decubitus,  281 
diphtheritic,  274 
puerperal,  274 
syphilitic,  274,  281 
tuberculous,  274,  281 
Vaginal  examination,  choicu  of  hand  in 
08 
combined,  68 
Vaginitis,  272 

catarrhal,  273 

condylomatous,  275 

puerjicral,  274 

tuberculous,  274 

ulcerative,  274 
Villi,  dropsy  of,  173 
Villous  endometritis,  291 
Vulva,  absence  of,  248 

angioma  of,  253 

atresia  of,  248 

atrophy  of,  256 

cancer  of,  258 

carcinoma  of,  258 

circulatory  disturbances  of,  253 

condylomata  acuminata  of,  253 

congenital  fissures  of,  249 

cysts  of,  258 

dcnnoid,  258 

development    of,    anomalies    in, 
247 

double,  247 

elephant  iuftis  of,  2.W 

enchondromu  of,  258 

epispudiaH  of,  249 

fibr«ma  of,  2.^! 

finsurt's  of,  congenital,  247 

funmcnlosis  of,  251 

gangrene  of,  253 

hfcmatoma  of,  253 

hemorrhage  from,  24 

hj-pertrophy  of,  253 

infantile  type  of,  247 

new-formations  of,  25C 

ccdema,  253 

hypertrophy  of,  249 

hypospadias  of,  249 

infantde  types  of,  248 

lipoma  of,  258 

neuroma  of.  258 

new-formations  of,  258 

(cdema  of,  253 

sarcoma  of,  258 
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Vulva,  sebaceous  cysts  of,  258 
tumors  of,  268 
ulcers  of,  262 
rodent,  262 
tuberculous,  281 
ulcus  moUe  of,  252 
Vulvitis,  250 

erysipelatous,  251 


Vulvitis  furuDculosis,  251 
puerperal,  252 
sypbilitic,  262 
tUDcrcuIous,  252 

yENKER'S  fluid,  96 


